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SECRETARY'S NEWSLETTER 
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Significant Events 


Dramatic Stage for 
Polio Announcement 


Committee Suggests 
Allocation by States 


Board Recommends 
Average Charges 


Academy Officers to 
Washington Conference 














> April, 1955 will go down in the history of medicine as the 
month of polio hysteria. 
With the announcement on April 12 of the best kept non—- 











secret on record, confusion reigned and hysteria was rampant 
throughout the country. rranged by the National Foundation 


for Infantile Paralysis to wring the last ounce of drama 
and sensationalism out of the event, the report by Thomas 
Francis, Jr., at Ann Arbor told the public what most physi- 
cians had already guessed: Results of last year's Salk 
trials were favorable. 


>» The Academy's role in the drama began last February soon 
after it began to appear the Salk trials had been success— 
ful. It was then known that six pharmaceutical companies 
were turning out increased quantities of the vaccine on or- 
ders from the NFIP. A committee composed of AMA representa-— 
tives, health officials and NFIP spokesmen had recommended 
that administration of the vaccine be left up to state medi- 
cal societies and health officials in the respective states 
and territories. The NFIP considered a proposal that the 
Francis report be presented at the Academy's Annual Assembly 
the last week of March, but learned he would not’ complete 
tabulations by that date. 


> A statement by the Academy's Board of Directors recom— 
mending that charges for polio immunization be on the same 
basis as other immunization procedures at regular fees was 
released by the Associated Press on the last day of the Los 
Angeles meeting. The Board also urged that no family be 
denied protection against polio for financial reasons alone. 
The statement received public commendation from the Secre- 
tary of the AMA, wide publicity in the nation's press, and 
editorial approval. Then, as the great day approached, ex- 
citement and confusion heightened. Millions of people who 
had contributed to the March of Dimes waited eagerly to see 
if their "investment" had paid off. 


>» Soon after the favorable report, HEW Secretary Oveta Hobby 
invited the Academy to send representatives to Washington 
for a conference on April 22 on problems of allocation and 
distribution. President J. R. Fowler, Board Chairman 
Malcom Phelps, and W. B. Hildebrand attended. Despite a 
rash of bills in Congress by Senator Wayne Morse (D.-Ore.) 
and others, demanding that the Government take over the 
entire program, the conference reaffirmed the earlier 
decision to leave allocation to the states. 


In the face of agitation for the Federal Government to 
assume control, the Academy's Executive Committee issued a 


suggestion that members' fees for inoculation cover actual 
costs only. In most areas, however, county medical socie-— 
ties established a fee of around $5.00 per shot. 

























































































Phelps To Represent 
General Practice 


Magazine Story 
Repudiated by Facts 


Suspected Vaccine 
Creates Apprehension 


President-Elect Post 
Goes to Jack DeTar 





> Responding to an inquiry from Academy headquarters, Dr. 
Leonard Scheele, Surgeon General of the US Public Health 











Service, invited the Academy to name a member to represent 




















general practitioners on a national committee to supervise 











allocation of polio vaccine. Dr. Malcom Phelps, Chairman of 
the Board, was named by the Executive Committee for the 
post. He met with the committee for its initial meeting on 





May 2. 


In addition to health officials and representatives of the 





have members on the com- 

















tee: The AAGP, the AMA and the American Academy of 





ublic, three medical associations 
ittee; The AAG 
edi 


Ped: 








iatrics. Mrs. Hobby's Special Assistant for Medical 


Affairs, Dr. Chester Keefer, is chairman. 


The committee voted unanimously against compulsory con-— 





trols and recommended allocation to states on a basis of 








child population, with distribution to physicians and 














health agencies through regular channels. "Cooperation of 











private physicians is essential if 
control," said Dr. Phelps. "It is 


we are to avoid Federal 
up to us to show that 


the American system of voluntary effort will work in an 


emergency like this." 


> A wild and aimless shot in the dark by TIME magazine con- 
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pounded the confusion which preceded creation of a specia 
committee to supervise voluntary allocation. TIME impl: 
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the vaccine would be allocated to pediatricians first, ob- 
stetricians second, and general practitioners last. Wash- 
ington officials promptly denied any such intention. The 
Academy reminded TIME that no one would seriously propose a 
program which discriminated against the more than two-thirds 


of the children whose health needs 
practitioners. 


are served by general 


p> As we go to press with this page, there is still apprehen- 





sion over suspicion that some vaccine produced by Cutter 








Laboratories is unsafe. With 54 out of 55 post—inoculation 
cases traced to Cutter vaccine, the evidence looks bad. Epi- 
demiologists point out, however, that these cases appeared 
in endemic areas and could have resulted from prior ex- 
posure. Localized paralysis in the arm receiving the vac- 
cine is explained on the basis of trauma. 











Immunization of first and second 


graders and those who 





were skipped last year was continuing everywhere except in 





California as this was written. The balance of production 











of the vaccine will be distributed 


the national committee's supervision as equitably as possi- 
ble. The initial hysteria was subsiding at this writing and 
a semblance of order and calmness was emerging with the end 


of the month. 


> Dr. J. S. DeTar, Milan, Mich., former Speaker of the Con- 





for private cases under 





gress of Delegates, was named Presi 


ident—Elect of the Acad- 





emy as Dr. John R. Fowler assumed the presidency at the 








close of the most successful meeting in the association's 











president and was subsequently named Chairman of the Board 
of Directors. New directors are Charles Cooper, St. Paul, 


D. W. McKinlay, Spokane, and Fount 


history in Los Angeles. Dr. Malcom Phelps was elected vice 





Richardson, Fayetteville, 


Ark. Speaker of the Congress is James Murphy, Fort Worth, 
with Daryl Harvey, Glasgow, Kentucky, vice speaker. 


A full report on the Los Angeles 


meeting and the Congress 





of Delegates' actions will be found in the news section of 








this issue. 














LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


First-Rate Testimonial 


Dear Sir: 

First, | think the idea of the brochure, “Reception Room 
Anthology,” which contains articles on general practice was a 
very, very good one. Thank you for sending me my copy. 

Second, I wish to comment about our insurance plan. I did 
not realize what a good buy I had until “something happened.” 
On January 1, I started out the new year by having an appendec- 
tomy. I have three good insurance plans. One is through my local 
society, another is through a neighboring society in which I have 
an associate membership, and, of course, the third is our plan. 
It is true that the plans are not entirely alike and that the rates 
vary, but when I sat down and compared my coverage against 
my premium, I realized more than ever that the Academy plan 
is the best. 

I took maximum coverage under each plan. There is a 30-day 
waiting period with the first plan and a 15-day waiting period 
with the second plan. I received nothing from the first, $13 from 
the second, and $328 from ours. 

Martin Karr, M.D. 
San Mateo, Calif. 


The Wonders of Being 94 


Dear Sir: 

Having just read in Reader’s Digest, the article, “Family 
Doctor: Model 1955,” I feel interested in its theory. 

Without desiring to be prominent or egotistical, I will give 
you some idea of my past. I was born ona farm and therefore ac- 
customed to labor. I attended country school and later, college, 
finally ending with a musical diploma and an M.D. degree in 
lowa City, in 1893. 

My practice has been here since 1892, one year before gradua- 

tion. I have been a general practitioner continuously, giving some 
special attention to obstetrics. I have ushered into this wicked 
world 5,133 babies, the last yesterday, without, thanking a 
merciful Providence, losing a mother. 

Iwas born on December 9, 1860, and remember the principal 
battles « the Civil War, Abraham Lincoln’s assassination and 
Many ev nts of that time. I am in active practice and am said to 
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be the oldest physician in active practice listed with the American 
Medical Association. 

I am a director of brass bands and have had 65 years’ expe- 
rience in teaching brass bands. Also, I won a first prize of $100 in 
radio reception in 1926 with a home-built radio set. There were 
more than 15,000 competitors for the prize offered by Radio 
Digest of Chicago. 

I have held every elective and appointive office in this city 
and Clinton county. 

My wife, 34 years old, and I have a son 18 months old and are 
looking for a girl in April. Our life is a continuous honeymoon. 

I shall be glad to receive particulars of your Academy of 
General Practice. 

J. D. Huttincer, M.b. 
Clinton, Iowa 


Health’s Front Line Protector 


Dear Sir: 

Along with many others, I have read the February Reader’s 
Digest article, “Family Doctor: Model 1955.” I think it most 
worthy of you to give this information to the public for its 
general health and welfare. It should receive widespread and 
generous financial support (even if none is asked). I am happy 
to enclose a small contribution. 

Fortunately we have had but slight need of medical assistance. 
I am now just over the three score and ten age and unacquainted 
with any local physician. The name of one or more doctors en- 
rolled in your Academy would be very welcome. 

Artuur A. REA 
Portland, Oregon 


Though the Reader’s Digest article was in no way a solicitation 


for funds to carry on the project of helping each family find a family 


doctor, Mr. Rea’s contribution was gratefully received and has been 
placed in the Academy’s voluntary Building Fund for the con- 
struction of a new headquarters home for the nation’s family doctors. 
It is our wish that Mr. Rea’s good health continues, but should he 
need a family doctor, we are sure he will find one to his liking from 
the list of Academy members residing in Portland that has been 
sent to him.—PvuBLisHER 
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Saudi Arabia Beckons 


Dear Sir: 

Recently I was requested to see if I could locate a general 
practitioner who would be interested in going to Kuwait-Saudi 
Arabia Neutral Zone as a company doctor for a period of at 


least a year. The doctor who is there now has been there two or 
three years and wants to return in September. 

If a member of the American Academy of General Practice 
would be interested in this sort of position, they may contact 
me at my San Francisco address. I thought some of your mem- 
bers might be interested in some foreign duty. 

Dre Wirt K. Burnuam, M.D. 
384 Post Street 
San Francisco 8, Calif. 


“Personalized” Practice Hints 


Dear Mr. Cahal: 

Concratutations! I received my January GP and am de- 
lighted with it. I did not see how you and your staff could im- 
prove upon it, but you did. 

My reason other than to congratulate you on the new “spring 
dress” was to thank you for the article, ‘“The Medical Assistant 


5 


... A Preview of the Doctor,” which appeared last year in re- 
gard to the statement which itemized the services and also to 
thank the originator of the idea. With a few changes of my own 
I am delighted with it and I received nothing but compliments 
on it. It takes a little longer but in this way you would be sur- 


prised how many errors can be found and corrected. 


c-Y-YoP-tilel aM dAlialolei mah ds clalel-ji— 


I also use a duplicate prescription blank. I think that vey few 
physicians in Cleveland use such. One would be surprise:! hoy 
much time can be saved that way. Also by this method | have 
discovered several cases where a substitute drug was use«.. I am 
of the opinion that the use of the duplicate prescription s\ould 
be made a law. 

Personally I like to use blanks printed at my own expeiise, as 
in that way it is impossible for patients to get the impression that 
the physician is “playing footsie” with any certain pharmacist, 
I am sure that any physician who once tries this will never go 
back to the single prescription. In this way you have « per- 
manent record. It should be mentioned that the second sheet 
should be perforated the same as the original. Due to the dif- 
ference in paper I have found that a ball point pen is the best to 
use. I have four carbon sheets, also perforated, in the back of the 
pad. Also, I use a pad containing 50 originals and second sheets. 
Since I use the McCaskey system, I have my blanks made to fit 
them. 

I trust that these suggestions may be of some value. Con- 
gratulations again on GP. You must get keen satisfaction from 
the wonderful things that have been said about GP. 

Harry H. Rosinson, wp. 
Cleveland, Ohio 


Popular in Pago Pago 
Dear Sir: 

I would like to request that my GP be sent to my present ad- 
dress only through April, as shortly thereafter I will be returm- 
ing to the states to resume my private practice. 
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In my work here as Public Health Officer I have found GP of 
great value. Other members of the staff find it equally interest- 
ing, as I always pass it along to them after I finish. 

This assignment here has been very rewarding in that it has 
given me a new perspective on public health work. I also found 
my associations on the Research Council of the South Pacific 
Commission helpful and stimulating. J had a particularly enjoy- 
able two weeks of special work with the Council in Noumea, 
New Caledonia, last June. 

FRED S. BRENNEMAN, M.D. 
Pago Pago, Tutuila 
American Samoa 


New Dress Draws Compliment 


Dear Sir: 

Congratulations on the changes in the format of GP. I had 
not thought it would be possible to make such improvements. 
There is no question that GP is now by far the finest thing in 
the medical field, from the editorial viewpoint as well as the 
clean appearance of the magazine. 

E. IrnvinG BAUMGARTNER, M.D. 
Oakland, Md. 


TV Production a Smash Hit 
Dear Mr. Cahal: 


I wish to add my voice to the many expressions of congratu- 
lations you will receive for the magnificent TV program pro- 
vided by the Academy and Wyeth Laboratories on February 24. 


I viewed the telecast in Milwaukee, which attracted many phy- 
sicians attending the National Rural Health Conference of the 
American Medical Association, in addition to a sizeable and en- 
thusiastic audience of Academy members of the Wisconsin chap- 
ter. Following the close of the program I heard numerous favor- 
able comments, which should encourage the Academy to devel- 
op these programs further in the future. 

Congratulations to you and your staff for a most significant 
development in postgraduate teaching. 

Roy T. Racatz 

Executive Director 
Interstate Postgraduate Medical Association of North America 
Madison, Wisconsin 


Dear Sir: 

On February 24, I attended the TV symposium in Jackson- 
ville, Florida. I wish to express my appreciation for this fine pro- 
gram and to commend its sponsors for bringing it to us in this 
manner. 

C. S. Brirr, M.b. 
Brunswick, Georgia 


Dear Mr. Cahal: 

More than 200 persons gathered in San Antonio to view the 
closed-circuit television symposium on February 24. Approxi- 
mately 100 of these persons were Academy members, 30 were 
guests from the Armed Forces and 70 were civilian guests. There 
was a good representation from surrounding towns covering a 
radius of about 80 miles. 

The reception was excellent and the subject matter and the 
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presentation were well received. After the program began, late- 
comers were shifted to a second studio which had been set up 
in advance. 
The local newspapers gave the program excellent coverage 
and at least one news reporter attended. All Wyeth men in the 
district were on hand and gave considerable assistance in the 
mechanics of the meeting. We all felt this was an effective study 
course hour. 
L. BonHAM JONES, M.D. 
President 

Texas Academy of General Practice 

San Antonio, Texas 


Dear Sir: 

I enjoyed the closed-circuit telecast very much. The only 
criticism I have is that it was necessary to plug a product in 
order to make the telecast available. 

E. T. Hosps, M.D. 
Lincoln, Nebraska 


Dear Mr. Cahal: 

We had 160 doctors present for the TV program. It was well 
received and we had many compliments paid by visitors and 
members. We kept a register of all in attendance and a copy has 
been sent to our secretary. 

Following the program the South Carolina chapter enter- 
tained with a refreshment hour and a dinner. Appropriate com- 
ments were made before and after the program and honored 
guests were introduced at the dinner. All of our officers thought 
that we had a very successful and profitable evening. We had 


three Wyeth representatives present and they were 
proper courtesies. 


corded 


Kirsy D. Sueary. wp. 
President 

South Carolina Academy of General Practice 

Columbia, South Carolina 


A Pleasant Taste 
Dear Mr. Cahal: 


Thank you for your letter and the honorarium for my paper. 
I wish to acknowledge also your unusual courtesy and sensitive 
editorial policies. I thought the whole set-up of the paper in- 
cluding the biographic sketch was done with an uncommonly 
light and pleasant touch. As a matter of fact you fellows have 
something which we are trying to pick up to a certain degree for 
our Western Journal, but you are hard to keep up with. 
Sometime ago I wrote for three copies of GP itself in which 
my paper appeared. Please bill me for these if they haven’t al- 
ready gone out. I hate to load you up with details. 
Goopricu C. SCHAUFFLER, M.D. 
Advisory Editor 
The Western Journal of Surgery Obstetrics and Gynecology 
Portland, Oregon 


As a Matter of Record 


Dear Sir: 
I would like to thank you for the excellent presentation of my 


article, “Treatment of Cervical Erosion,” in the February issue 





FOR YOUR PATIENTS WITH 


Fat intolerance dyspepsia 
irritable bowel syndrome 


Galibladder dysfunction 
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dairy and vegetable fats in the patient’s diet. 


POLYSORBATE 80 MAKES THE DIFFERENCE 


This well balanced choleretic, cholagogic formula comes in two forms. 
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belladonna 
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and sedation) 
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of GP. The reprints are, I am certain, the most striking and most 
beautifully executed of any reprints I have ever received. 

Rather than a three-man clinic, as stated in the February bi- 
ographic sketch, I run a one man medical-surgical clinic in Wash- 
ington, D. C., but have the aid of two nurses, one secretary and 
a male x-ray and laboratory technician. These fine associates aid 
in taking some burden of work from me and allow me time to 
follow the important things the modern physician should do. 

I. Puuirs FROHMAN, M.D. 

Washington, D.C. 


P.S. The response from my colleagues elicited by this writing 
has been heartening. I feel that the days and dollars I am ex- 
pending on this work to be shown at the AMA meeting in At- 
lantic City this June will be more than worth while. 


Gets Academy Blessing 
Dear Sir: 

A recent innovation of the Gibson County Medical Society is 
one which, in my opinion, should receive some national pub- 
licity. Our society has instituted a policy of having at least one 
or two general practitioners a year as speakers for our monthly 
medical meetings. 

In the past we have always had specialists for this function; by 
this fact we were encouraging the grandure of specialization. 

By having general practitioners as speakers we can hope to 
hear some down-to-earth papers and also can function to en- 
courage study and paper preparation by general practitioners. 

In my opinion a national trend along this line would be help- 


ful. Perhaps general practitioners could list papers with their 
state societies or with the American Academy of General Prac- 
tice and thus give medical societies a source for developing 
programs. 
Fortunately Dr. Keith Hammond is one of our neighbors and 
was our first general practice speaker on March 9, 1955. 
James F, Peck, M.D. 
Secretary 
Gibson County Medical Society 


Princeton, Indiana 


The Academy heartily endorses this society's policy of featuring 
general practitioners on monthly medical programs. That the 
Academy feels general practitioners have a message for all their col- 
leagues is evidenced by the fact that of our seven annual scientific 
Assemblies, general practitioner-lecturers have participated in every 
one. In fact, 12 of our own members have been key speakers during 
these seven Assemblies.—PuBLISHER 


Note of Satisfaction 
Dear Mr. Cahal: 


Thank you so much for your kind letter and the honorarium. 
I appreciate the way in which you published my article, “On 
Medical Writing,” in the January issue of GP; the drawings 
were very fitting. 
Joun C. Krantz, JR., PH.D. 
Professor of Pharmacology 
University of Maryland 
Baltimore, Maryland 


Patients on “Premarin” 
therapy experience prompt 
relief of menopausal symptoms 


and a highly gratifying 
“sense of well-being.” 


“Premarin” . — Conjugated Estrogens (equine) 
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 o PERSONALITIES 


IN THE MEDICAL NEws 


Val Peterson, Federal Civil Defense Administrator 


bo Me 
A Job for a Giant 
Since Japanese fishermen were burned in Bikini H-bomb tests, the American public has 
been increasingly preoccupied with dangers from atomic fallout, which can extend hun- aM 
dreds of miles from the center of a thermal blast. In the business of protecting human ts 
lives from deadly peripheral effects of nuclear weapons, FCDAdministrator Val Peterson of 
plays a key role. Said he recently: ‘Foundation of civil defense lies in the individual and Us 
the family.” Safety shelters and evacuation routes have been defined, and continuing re- § 
search is developing protective medicines for people trapped in radioactive zones. Gov- § 
ernment stockpile of medical supplies now betters $100 million, would provide minimal \ 
three-week care for two and a half million casualties. With possibility of three times that j™ 
many survivors to care for, additional appropriations for medical supplies are urged. . 
er 
ua 
. . Se 
Vincent du Vigneaud, M.D. 
1a 
A Step Toward Understanding Wa 


RECIPIENT OF THE $5,000 Passano Foundation Award for 1955, Dr. Vincent du Vigneaud §™ 
professor and chairman of the department of biochemistry, Cornell University Medical bo 
College, New York City, will be honored next month during the AMA’s Atlantic City Ja 
convention with a reception and dinner at which formal presentation will be made. Dr. du he 


Vigneaud is recognized for his investigation of the chemical and physiologic nature of J" 
. . . ° . ° . . ° ce . 

hormones of the posterior portion of the pituitary gland which culminated in identification J % 
and synthesis of oxytocin and vasopressin. The total work represents the first successful th 
th 


synthesis of a polypeptide hormone and is an important link in the chain of understand- 
ing man’s complex hormonal system. Dr. du Vigneaud follows a distinguished line of 
scientists recognized by the Passano Foundation. 





Dwight H. Murray, M.D. 
A Possibility for High Office 


THOSE IN THE KNOW on AMA politics predict that Dr. Dwight H. Murray will be selected president-elect of that 
organization at its annual meeting next month in Atlantic City. Though one or more candidates may be nom- 
inated from the floor (a doubtful eventuality), it’s expected that this popular general practitioner from Napa, 
Calif., will be named. Dr. Murray has attracted national attention in organized medicine since his success in deal- 
ing with state legislation as chairman of the California Medical Association’s Committee on Legislation back in the 
early forties. When Governor (now Chief Justice) Earl Warren promoted a bill for socialized medicine, Dwight 
Murray presented medicine’s stand so effectively that the bill was roundly defeated in two attempts. Dr. Murray 
went on to responsible positions in the AMA, culminating in his election to the Board of Trustees, of which he 
has been chairman since June, 1951. Dr. Murray is an active member of the AAGP. 
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Major General Silas B. Hays, USA 
{ New Surgeon General 


\rTER FOUR YEARS as Deputy Surgeon General, Major 
General Silas B. Hays takes over June 1, on nomination 
of President Eisenhower, as Surgeon General of the 
United States Army. He succeeds retiring Major Gen- 
eral George E. Armstrong. A native Minnesotan, Gen- 
eral Hays attended public schools in the District of 
Columbia and in West Chester, Pa., has been an army 
man ever since completion of medical school at Univer- 
sity of Iowa in 1928. He interned at Letterman Gen- 
eral Hospital in San Francisco, was subsequently grad- 
uated from the Army Medical School, the Army Field 
Service School and the Army Industrial School. He 
has served at Army hospitals in this country and Ha- 
wall, now lives at Walter Reed Medical Center, Wash- 
ington. During World War II, he was assigned to duty 
both here and abroad, later became Surgeon of the 
Japan Logistics Command. For his work in that area, 
he received the Distinguished Service Medal. His 
numerous other decorations are the reward of this and 
other grateful governments for outstanding service to 


their peoples in guiding medical supply operations 
throughout combat theatres. 








prescription to 
fit the patient 


applicable to all patients. For some, the 

“diaphragm -and-jelly” technic serves 
best, for others “‘jelly-alone” is adequate. Re- 
sponsibility for selecting the more desirable of 
the two methods often rests solely with the 
physician. Not infrequently, if the patient is 
permitted to share in the decision, a higher de- 
gree of successful contraception will be attained. 


N o one method of conception control is 


From the physician's point of view: When 
the life and health of the patient depend upon 
prevention of pregnancy, the diaphragm-jelly 
method becomes first choice. If certain anatomic 
difficulties exist such as relaxed pelvic floor,”* 
extensive cystocele," extensive rectocele,*~* in- 
tact hymen,’ short anterior vaginal wall,’ third 
degree retroversion of the uterus,’ acute ante- 
flexion of the uterus” or complete prolapse,’ 
proper placement of the diaphragm usually will 
not be feasible. Safer than jelly applied to an 
improperly fitting diaphragm is jelly-alone in- 
serted into the vagina. Inability to learn the 
diaphragm technic also necessitates jelly-alone. 


From the patient's point of view: The highly 
fertile multiparous patient who considers her 
family complete will seek the extra protection 
of a diaphragm. Women motivated by a morbid 
fear of pregnancy will prefer to reduce the risk 
of conception by using both a mechanical device 
and a spermaticide. Conversely, if there is no 
urgent need to avoid conception,“ or if there 
is an unwillingness to use the diaphragm, jelly- 
alone will be the patient’s choice because of its 
simplicity. Practical considerations, such as 
crowded living conditions or inaccessible toilet 
facilities may necessitate jelly-alone. 


JULIUS SCHMID, wc. 


423 West 55th Street, New York 19, N. Y. 





“CONCEPTION 





CONTROL 


Dependability of each technic: 
Diaphragm-and-jelly offers the most 
dependable conception control,’*** 
with reliability of 95% to 98%.°" 
Jelly-alone will provide a high de- 
gree of protection in nonparous women and in 
women of low parity.“ Among 325 women who 
used jelly-alone (Ramses Vaginal Jelly*) for 
3 months to 3 years, the overall unplanned 
pregnancy rate was 16.7 per 100 patient-years 
of exposure. Over 35% of the women who 
become pregnant admitted negligence or failure 
to use the method properly. Thus the actual 
pregnancy rate was 10.82 per 100 patient-years 
of exposure.“ 


After the decision has been made : When the 
choice favors diaphragm-and-jelly, the RamsEs® 
“TUK-A-WAY ® kit is recommended. The RAMSES 
diaphragm is flexible and cushioned. It provides 
an optimum mechanical barrier with utmost 
comfort. In combination with RAmMsEs Jelly,* 
it offers an unsurpassed contraception technic. 
Where anatomical, psychological or economic 
factors indicate the use of jelly-alone, RAMSES 
Vaginal Jelly can be confidently prescribed. 
Both products are accepted by the appropriate 
Councils of the American Medical Association. 
Bibliography: 1. Reich, W. J., and Nechtow, M. J.: 
Practical Gynecology, Philadelphia, J. B. Lippincott Co., 
1950. 2. Tietze, C.; Lehfeldt, N., and Liebmann, H. G.: 
Am. J. Obst. & Gynec. 66:904, (Oct.) 1953. 3. Greenhill, 
J. P.: Office Gynecology, ed. 5, Chicago, The Year Book 
Publishers, Inc., 1948. 4. Finkelstein, R.; Guttmacher, A., 
and Goldberg, R.: Am. J. Obst. & Gynec. 63:664 (March) 
1952. 5. Barnes, J.: Lancet 2:401 (Aug. 22) 1953. 6. 
Gamble, C. J.: Ann. New York Acad. Sc. 54:840, May 2, 1952. 
7. Novak, E.: Textbook of Gynecology, ed. 3, Baltimore, 
The Williams and Wilkins Co., 1948. 8. Council on Pharmacy 
and Chemistry of the A.M.A.: New and Non-official 
Remedies for 1954, Philadelphia, J. B. Lippincott Co., 1954. 


+ 
ACTIVE AGENT, DODECAETHYLENEGLYCOL MONOLAURATE 5%, IN A BASE OF LONG-LASTING 
BARRIER EFFECTIVENESS 


Gynecological Division 
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Specialization 


IN ALL FIELDS of civilization, specialization has been a 
natural consequence of the steady acceleration of 
learning. The more we’ve learned, the faster we’ve 
learned, until the stock of knowledge became so large 
that it had to be divided and decentralized if it were 
to advance further. Now each division has subdivisions 
and sub-subdivisions until the whole arrangement 
suggests— 

“Great fleas have little fleas upon their backs to 

bite ’em, 

And little fleas have lesser fleas, and so ad infinitum. 

And the great fleas themselves, in turn, have greater 

fleas to go on; 

While these again have greater still, And greater 

still, and so on.” 

When specialization advances to the stage sug- 
gested by the poet’s classification of fleas, two dangers 
become apparent. First, greatest fleas may never 
learn of the life and activities of littlest fleas, and vice 
versa. At the extremes of specialization, there are no 
lines of communication. Second, at those extremes, 
the original purpose of specialization may be defeated. 
Advancement of knowledge may cease. 

People in many walks of life are worried about those 
dangers. Even churchmen are alarmed at the extent 
of specialization within the ministry. An Associated 
Press dispatch of March 13, 1955, reported an NBC 
television panel discussing the question: “How im- 
portant is the Christian ministry?” In the news ac- 
count, one of the panelists, Dr. Ralph W. Sockman 
(pastor of Christ Church, Methodist, New York) was 
quoted as deploring a “trend toward too many spe- 
cialists and too few general practitioners” in the 
ministry. That thought was supported by another of 
the panelists, Dr. Liston Pope, dean of the Yale 
Divinity School. 
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Editorials 


In Science for March 11, 1955 an anecdote of Lord 
Moulton’s was reprinted. Moulton was described as 
“the brilliantly versatile patent law expert who was 
appointed by the British Government chairman of the 
Dyestuffs Corporation of 1919, the organization which 
restored the fortunes of the British dye industry.” He 
told of an encounter with a German, as follows: 

**I found he was a chemist, and I began to talk upon 
a chemical subject. He told me he was only an organic 
chemist. He had not exhausted my resources, and I 
began to talk of coal-tar and pharmaceutical products. 
Then he told me he was a coal-tar by-product chemist. 
That did not beat me, because I had just been fighting 
a case of canary yellow. I thought I would get some 
subject that was common to us, and I slipped into 
the subject of canary yellow. Still the same ominous 
silence for a time, and then he said ‘I am only coal-tar 
chemist dealing with blues.’ But I had not finished. 
With an Englishman’s pertinacity, not believing I was 
beaten, I racked my brains for a coal-tar blue—I had 
had to advise on some case—and I gradually, without 
too obvious change of subject, slipped into that. Then 
he finally defeated me, because he said in equally 
solemn tones, but equally proud of the fact, ‘I only 
deal with methyl blues.’ ” 

The writer who quoted Lord Moulton gave the 
anecdote a neat summary: “Science ceases to be 
science, of course, once it is professionally compart- 
mentalized to such an extent: a man who studies 
nothing but methyl blues is not a scientist but a 
machine, and it is to be hoped that such work will 
soon be taken over by machines.” 


Reactions to Disaster 


HAVE YOU STOPPED to think how you'll behave in the 
event of a serious disaster in your community? The 
chances are that you have no background of personal 
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experience to assist you in your thinking. Even if you 
had military service of the fighting kind, you’re not 
helped much. A battle is not really comparable to 
what happens when there is mass destruction of the 
city in which you’re a householder. 

To promote a better understanding of this problem, 
the Committee on Civil Defense of the American 
Psychiatric Association has issued a pamphlet— 
Psychological First Aid in Community Disasters. Al- 
though this manual was intended for civil defense 
workers generally, it is well worth the reading time 
of any physician. Indeed, few physicians, having read 
the manual, will be able to say, “I already knew all 
that stuff.” 

Having told briefly why psychologic first aid is 
important in time of disaster, the manual describes 
the types of reactions to be expected—(1) normal, (2) 
individual panic, (3) depressed, (4) overly active and 
(5) bodily. Under basic principles of service to emo- 
tionally disturbed people, there is a section on know- 
ing your own limitations. The following paragraph 
from that section is typical of the thoughtfulness of 
the entire book. 

**You should examine carefully certain trends in 
your own ‘normal’ behavior. Are you impulsive? Are 
you easily angered? Are you a bit more sensitive to 
criticism than the average person? Are you inclined 
to store up resentments instead of expressing them 
wisely and effectively? Do you tend to judge people 
according to their race, religion, or other group 
affiliation instead of as people? Are you prone to 
make promises beyond your actual strength and ca- 
pacities because you cannot bear to say ‘No’? None 
of these characteristics may have caused you any 
serious grief thus far. In the midst of a disaster, any 
one of them could trip you up badly if you are so 
unaware of their presence that you have never de- 
veloped any ways of modifying them.” 

In these days of restless peace, there is reason for 
dissatisfaction with preparations for civil defense. 
Still, until threat becomes reality, full preparedness is 
impractical. If an attempt were made in every com- 
munity to collect and store all material needed against 
the day of atomic disaster, wastage would be enormous. 
But in one category, full preparedness is possible 
without prohibitive expense and without risk of 
wastage. That category is knowledge, and Psychological 
First Aid in Community Disasters is part of the store. 
Physicians especially should feel obliged to read it. 


Coronary Artery Dilators 


THE EVALUATION of drugs thought to have a good effect 
on coronary arterial flow has always been a tricky 
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business. Sometimes the clinical potency of a drug as a 
coronary vasodilator has been estimated from pharma. 
cologic experiments with animals. The limitations of 
this method are obvious. Most evaluations have been 
based on the subjective responses of patients having 
angina pectoris. Even when this latter method has 
been used under carefully “controlled” conditions 
(double blind procedure with placebo and test drugs), 
it has two disadvantages. First, angina pectoris, like 
any other pain, is hard to measure. And, second, the 
fact that a drug relieves episodes of angina pectoris or 
reduces the frequency of episodes doesn’t necessarily 
mean that the drug is a coronary vasodilator. . 

As an example of the second type of disadvantage, 
consider ethyl alcohol. For a long time, it had been 
known that an ounce or two of whiskey taken before 
exercise, will delay or prevent the onset of angina 
pectoris in a susceptible patient. It was assumed that 
this result represented coronary vasodilatation. Then, 
in the Journal of the American Medical Association 
for May 27, 1950, Russek, Naegele and Regan described 
a method for evaluating drug treatment of angina 
pectoris more objectively. They screened a large 
number of patients until they found a group suitable 
for the experiment. Those patients all were known to 
show a rather constant change in the ECG whenever 
they developed angina during exercise (Master two- 
step test). On different occasions in each patient, 
whiskey and glyceryl trinitrate were assayed for their 
effect on the patient’s pain and on the electrocardiogram. 
It was found that whiskey prevented angina pectoris 
but had no effect on the ECG. Glyceryl trinitrate had 
a favorable influence on both features of the disease. 
The authors concluded that whiskey is a good sedative 
(or narcotic) and is not a coronary vasodilator—that 
the prescription of whiskey for a patient with coronary 
artery disease is not without danger because it may 
prevent pain without relieving myocardial ischemia. 
In that way the patient would be deprived of a valuable 
signal that his exertions have been carried too far. 

In the American Journal of the Medical Sciences for 
January, 1955, Russek, Zohman and Dorset reported 
on a similar evaluation of a number of drugs that 
have been sponsored at one time or other as coronary 
vasodilators. Each of the 60 patients used as a subject 
for testing was known to have a constant pathologic 
electrocardiographic response to exercise. In each 
instance, it was further known that the electrocardio- 
graphic changes could be modified favorably by sub- 
lingual administration of a therapeutic dose of gly- 
ceryl trinitrate just before the test. On this basis, 
whiskey was re-evaluated. Other drugs in the list were 
papaverine, aminophylline, Roniacol, tolazoline (Pris- 
coline), tetraethylammonium chloride, octyl nitrite, 
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visammin (khellin), heparin, bishydroxycoumarin 
(Dicumarol) , morphine, dioxyline phosphate (Paveril), 
triethanolamine trinitrate biphosphate (Metamine), 
Nitroglyn (glyceryl trinitrate in a sustained action 
tablet) and pentaerythritol tetranitrate (Peritrate). 

With this method of assay, the authors found that 
only three of the drugs “‘are worthy of continued use 
as vasodilators in the management of angina pectoris.” 
Those drugs are glyceryl trinitrate, pentaerythritol 
and papaverine (the last, only when given in larger 
doses than are ordinarily recommended). 

The story of the pitfalls in clinical evaluation of 
drugs is a familiar one. Nevertheless, its lessons are 
commonly disregarded. Nowhere has this been more 
evident than in the case of drugs sponsored as coronary 
vasodilators. 

It is to be hoped that the list of drugs effective for 
that purpose can be lengthened. But it is to be hoped 
even more fervently that attempts to add to the list 
all will be marked by scrutinies as careful as those of 
Russek and his associates. 


Salvage of Cardiac Cripples 


Most pHysiciANs have followed with considerable in- 
terest the results of I'*! treatment of intractable angina 
pectoris or congestive failure in euthyroid patients. 
The latest report by Blumgart and his associates 
appeared in the Journal of the American Medical As- 
sociation for January 1, 1955. It substantiates the 
earlier tentative opinion that I'*'-induced myxedema 
is beneficial for some cardiac patients. 

From the beginning, Blumgart’s group has been 
quite conservative in selection of patients for this 
therapy. It has been confined to patients who were 
incapacitated or unable to work despite all other med- 
ical measures. Also, in patients having angina pectoris, 
the disease must have been relatively stationary or 
only slightly progressive for a year or more. A recent 
onset of angina pectoris or of status anginosus has 
been considered a contraindication to I'*! therapy. In 
patients having congestive heart failure, some cardiac 
reserve must be evident (improvement with standard 
treatment), and there should be no indication that 
heart disease is rapidly progressing. 

Using these criteria, it seems there is about a 75:25 
chance for worth-while results of I'* therapy in angina 
pectoris. In congestive heart failure, the odds are 
closer to 50:50. 

Deleterious effects have been almost entirely lacking. 
In part, this is probably because Blumgart has insisted 
on gradual induction of myxedema by fractional doses 
of I’, About one-third of the patients have developed 
mild, transitory thyroiditis. The unpleasant effects of 
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myxedema have been satisfactorily controlled with 
small doses of desiccated thyroid (6 mg. to 30 mg. 
a day). 

An editorial on this subject in GP for February, 
1952, commended Blumgart and his co-workers for the 
caution that marked their 1951 preliminary report. That 
they have not diminished their conservatism is evident 
from the fact that, in the several years elapsed, they have 
added only 50 new patients to the 37 patients originally 
described. However, the latest report covers an ex- 
perience with almost 1,000 additional cases supplied 
by other investigators who used similar criteria for 
selecting patients. 

In comparison with the total number of patients 
having heart disease in the United States today, the 
number suitable for I'*' therapy is quite small—less 
than 5 per cent in Blumgart’s estimation. Yet, as he 
comments, within this small group, the percentage of 
patients showing improvement may be considered truly 
as a salvage rate. 


Two-Edged Sword 


Puysicians who practiced before the discovery of 
modern antibiotics cannot doubt that the development 
of these drugs must be classed with the discovery of 
anesthesia and the development of asepsis among the 
greatest medical discoveries of all time. One need only 
recall the lines of patients standing at clinic doors to 
receive urethral washes for gonorrhea or arsphenamine 
for syphilis, or patient after patient dying of pneu- 
monia, or patients treated by hot packs for lymphan- 
gitis, to remember a few of the effects of these wonder 
drugs. 

Meningitis has become uncommon, mastoiditis al- 
most unknown and septicemia a rarity. It is almost 
impossible to find a case of secondary lues for demon- 
stration to medical students. Tertiary syphilis, former- 
ly so important in the teaching curriculum, now is 
mentioned only as an obsolete disease. 

Like most great medical discoveries, however, the 
sword is two-edged. By the use of antibiotic “‘cover- 
age,” infections lie dormant for weeks only to become 
more difficult of diagnosis. Chronic illness can result 
with a train of symptoms rarely seen before the anti- 
biotic era. 

As more and more patients receive penicillin, 
sensitivity to this drug is developing among the popu- 
lation. No longer can this lifesaving drug be admin- 
istered freely to the seriously ill. A severe reaction 
may occur, lasting for weeks or months and defying 
all forms of treatment. 

An even more serious complication has followed the 
employment of the so-called broad-spectrum anti- 
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biotics. When these drugs are given orally, they may 
destroy all bacteria except the now well-recognized 
hemolytic staphylococci. The virulence of these bac- 
teria has increased throughout the country to an alarm- 
ing extent. Wound infections are becoming more 
frequent. Serious carbuncles are appearing again and, 
most serious of all, staphylococcal membranous en- 
teritis with its high mortality rate. The latter has been 
reported frequently following the use of broad-spec- 
trum antibiotics in the preparation of the intestine for 
surgery. 

Sudden diarrhea, fever and shock due to staphylococ- 
cus enteritis following surgery is difficult to distinguish 
from surgical shock due to a postoperative intra- 
abdominal catastrophe. The staphylococci are resistant 
to most antibiotics with the exception of erythromycin, 
neomycin and sometimes penicillin. At the first indi- 
cation of this complication, stool cultures should be 
obtained and large doses of erythromycin administered. 
Should this treatment fail, neomycin has sometimes 
been of value. 

Most important of all, however, is the necessity for 
the medical profession to recognize that some risk is 
entailed whenever antibiotic drugs are prescribed, and 
to be acquainted with the complications that may follow 
in their train. 


Yoo-Yoo 


FOR THE BENEFIT of those of GP’s readers who do not 
regularly peruse the New England Journal of Medicine, 
here is a warning. You are about to be mystified by the 
use of a new diagnostic term. The chief users will be 
hospital house officers and academicians—people who 
have an incurable fondness for eponyms and obscure 
terms. 

Thus the issue of the Journal for February 17, 1955, 
carries a fragment of ‘Medical Intelligence” by Dr. 
Howard R. Bierman, titled ““Yoo-Yoo’s Disease” and 
subtitled “An Often Encountered but Ill Defined 
Condition.” 

Don’t be alarmed. ‘‘Yoo-Yoo’s Disease” or, more 
properly, ““Yoo-Yoo” is neither a joke nor an oriental 
eponym. It is a corruption of “‘y00-y00” from Stand- 
ard Nomenclature of Diseases and Operations. In the 
diagnostic parlance of that code book, ‘‘y00-y00 would 
indicate complete ignorance of the nature of a disease 
both as to location and as to cause.” 


The Quick and the Dead 


CERTAIN PROVED LESSONS, axioms, truisms and the 
like need periodic repeating. For example, the Bible, 
Gray’s Anatomy or the Boston Cook Book—depending 
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on one’s persuasions or perversities. Such repetition 
has special application to the diagnosis of malignant 
tumors. 

In general, the subject of cancer is not hidden under 
a basket. Indeed, most of us can think of one or two 
healthy people with high-grade heebie jeebies due to 
the accepted direct approach in cancer education. In 
spite of the outlay of money and time by cancer edu- 
cators, we continue to err in the diagnosis and man- 
agement of malignant neoplasms. If one were to out- 
line the kind of errors we make, it should go some- 
thing like this: 

A. Cancer misdiagnosed as benign 

B. Benign conditions misdiagnosed as untreatable 

cancer 

C. Treatable cancer considered untreatable 

D. Treatable cancer mistreated 

Unhappy mistakes such as these are illustrated by 
the following cases taken from hospital files: 

A. Cancer of the lung misdiagnosed as uncompli- 

cated abscess and empyema 

B. Interlobar fluid misdiagnosed as cancer of the 

lung with pleural involvement 

C. Radiosensitive pharyngeal lymphoepithelioma 

misdiagnosed as squamous cell carcinoma—meta- 
static and far advanced 

D. Giant follicular lymphoma (Brill-Symmer’s dis- 

ease), a highly radiosensitive tumor, for which 
splenectomy was recommended 

The common denominator in these cases is apparent: 
lack of a representative tissue sample for examination 
by a qualified pathologist. 

Among the most inexcusable blunders are those in 
which biopsy is neglected at the time of exploration, 
because of the surgeon’s clinical impression. (What 
conceit this is when gross and microscopic specimens 
are sometimes inconclusive!) Thus a lymphosarcoma of 
the stomach with regional adenopathy was clinically 
diagnosed as inoperable carcinoma at exploration, and 
a biopsy was not taken. There was subsequent response 
to x-ray. Concern such as this for the preservation of 
intact viscera is not anatomic economy, but parsimony. 
The biopsy is the criterion of malignancy or benignity. 

Few people will resent the information that their 
operation shows no cancer—whether the lesion bi- 
opsied be an indolent leg ulcer, a perforated gastric 
ulcer, or a persistent pneumonitis. 

A certain well-known radiologist in a certain well- 
known eastern seaboard city that begins with B, 
jokingly displayed a stethoscope in a museum show 
case, and described it as an instrument formerly used 
to evaluate chests. Perhaps it is time to display the 
Coolidge tube as an instrument formerly used to 
evaluate malignancy. 
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Postgraduate Medical Education 


No one has a greater stake in the continuing education 
of a physician than that physician himself. Whether 
vaguely or acutely, he somehow understands that he 
annot stand still where knowledge is concerned. Un- 
ss he adds and adds to his personal store, it becomes 
relatively deficient. 

For example, when a physician started practice 20 
years ago, his personal fund of learning represented 
wme percentage of total medical information which 
could be illustrated like this: 


PERSONAL 


SHARE 





+— TOTAL KNOWLEDGE —> 


ff he learned nothing and forgot nothing, after 20 
years, the relationship would have changed to some- 
thing like this: 


PERSONAL 
SHARE 


> 


TOTAL KNOWLEDGE > 








In the Journal of the American Medical Association 
for February 26, 1955, the Council on Medical Edu- 
cation and Hospitals published the first of a series of 
aight articles dealing with postgraduate education in 
the United States. These articles have grown out of a 
wo and one-half year survey of such education. One 
method used in the survey was a questionnaire sent to 
5,000 practicing physicians—a questionnaire designed 
o reveal their habits of study. 

The physicians were asked to estimate how much 
ime they had spent during a year in five general 
\ypes of activities: “(1) reading of medical books, 
monographs, periodicals, and the abundant literature 
that every physician receives from pharmaceutical 
firms; (2) individual professional contacts between the 
physician and his colleagues, consultants, pharma- 
‘ists, and the representatives of pharmaceutical firms; 
3) attendance at hospital meetings, such as staff 
meetings, clinico-pathological and radiological con- 
ferences, and journal club meetings; (4) attendance at 
tational, state, and local general or special medical 
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ACROSS THE EDITOR'S DESK 








society meetings; and (5) attendance at formal post- 
graduate courses.” 

It was found that an average of 667 hours (the 
equivalent of 83.3 eight-hour days) were devoted to 
those activities. But the respondents to the question- 
naire thought this was not enough. They would have 
liked to spend 109.6 eight-hour days! 

Of particular interest was the order of preference 
for the five areas of postgraduate education. It went 
like this: 

1. Medical reading 

2. Postgraduate course attendance 
3. Professional contacts 

4. Hospital meetings 

5. Medical society meetings 

To prove they meant what they said when they 
put medical reading at the top of the list, physicians 
had actually spent more time in this activity than in 
any other. The record can be diagramed like this: 


READING 





4 TOTAL DAYS DEVOTED TO ’ 
POSTGRADUATE EDUCATION 


And time permitting, they would have liked the 
record to look like this: 





+ 
¥ 





TOTAL DAYS > 





In sum, those 5,000 practicing physicians now de- 
vote about one-third of staying-abreast activity to 
medical reading. They would like to have time for 
more activity, and when they do, they intend to let 
reading fill about one-half of the total hours. 

The findings of this survey are quite a challenge 
to medical writers and publishers. The practicing 
physician’s time for postgraduate study is precious. 
The chances are that he’ll not find more time for 
learning. 

So it’s up to the writers and publishers to devise 
ways for helping the physician to use his time more 
efficiently. In this, the sixth year of its life, GP re- 
affirms its dedication to that purpose. 
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Figure 1. Fifty-three per cent of the body weight is water. Most of this 
(37 per cent) is intracellular. About one-fourth of the extracellular 
fluid is intravascular and three-fourths is in the tissue spaces. 
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The Low Sodium Syndromes 


Frequent clinical application of the determination 
of the serum sodium levels in the past few years has focused 
attention on the many disease-states in which hyponatremia 
is present. Often the low serum sodium levels are the direct result 


of vigorous therapeutic maneuvers; sometimes they are due 


to imperfectly understood endogenous mechanisms. 

Mere measurement of the sodium concentration in the serum 
of any one patient is not enough. The understanding of the patient 
and his particular problems requires careful evaluation 

of the history, physical findings and all laboratory data. 
Treatment of the chemical derangement 

may sometimes produce dramatic clinical improvement. 
However, treatment of the chemical situation 

is not always indicated and may sometimes aggravate 

the clinical situation. There is no substitute 

in these situations for judicious clinical appraisal 


and cautious therapeutic maneuvers. 


BY E. GORDON MARGOLIN, M.D. 
AND JOHN P. MERRILL, M.D. 


Peter Bent Brigham Hospital, Boston 


THE REGULATION of salt balance has become a com- 
mon therapeutic maneuver. Sodium is restricted in the 
diet of patients having cardiac, hepatic or renal disease 
—this restriction often being augmented by the use of 
ion-exchange resins and mercurial diuretics. On the 
other hand, it may be necessary to add salt to the diet 
of certain patients, notably those with Addison’s disease 
and those with some types of renal failure. The im- 
portance of disorders of electrolyte and fluid balance 
is Increasingly in evidence. 

The recent introduction of the flame photometer for 
the rapid, accurate determination of sodium values in 
body fluids and the widespread adoption of its use in 
most clinical laboratories has focused attention on this 
ion in many situations. One of the conditions thus 
brought to the fore is the “low sodium syndrome.” It 
is the purpose of this paper to define that condition 
and to make practical suggestions in the approach to, 
and treatment of, the hyponatremic states. 
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Definitions and Background Information 


Definition of a few terms will clarify the following 
discussion. Weights of electrolytes are preferably ex- 
pressed as “milliequivalents” instead of “milligrams” 
and concentrations as “milliequivalents per liter” 
(mEq./L.) instead of “milligrams per 100 cc.” The 
adoption of these expressions is in keeping with the 
chemical concept that ionic particles interact by virtue 
of their numbers and charges, without regard for their 
individual weights. Since, by definition, one milli- 
equivalent of one cation will interchange with one mil- 
liequivalent of a second cation or will combine with 
one milliequivalent of any anion, this terminology truly 
denotes “equivalent” physiologic quantities. 

The factor for converting “milligrams” to ‘‘milli- 
equivalents” varies for each ion, depending on its 
atomic weight and valency. In normal plasma the total 
concentration of all the cations is 155 mEq./L. and of 
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all the anions, to satisfy the requirements of electro- 
neutrality, is also 155 mEq./L. 

The total number of ionic or molecular particles in 
a given volume of solution determines the osmotic 
effect of that solution. Each particle may be represented 
by a nonelectrolyte, such as a glucose molecule, or by 
an electrolyte, such as a sodium or a chloride ion. The 
osmotic effect of these particles is commonly expressed 
as “‘milliosmols per liter” (mos./L.). Since the normal 
level of plasma has been found to be 290 mos./L., 
solutions with this osmolarity are “isotonic” with 
plasma, and solutions whose osmolarity is lower or 
higher than normal are described when compared to 
plasma as “hypotonic” or “hypertonic” respectively. 

The major portion of the osmotic activity of body 
fluids is due to the particles produced by the disso- 
ciation of electrolytes. When two solutions of different 
tonicity are separated by a semipermeable membrane, 
osmotic equilibrium will be established by the move- 
ment of water into the more concentrated solution and 
by the migration of each diffusible particle into the 
compartment in which it is in lower concentration. 

Total body water constitutes about 53 per cent of 
the body weight (Figure 1, page 58). Since adipose tis- 
sue contains relatively little water, the more obese the 
individual the lower his percentage of body water. The 
extracellular fluid compartment represents 16 per cent 
of the body weight—about one-fourth of this in the 
intravascular space and three-fourths in the intersti- 
tial space. 

The intracellular water constitutes approximately 
37 per cent of body weight. It is well known that 
the composition of the intracellular water is consid- 
erably different from that of the extracellular. 

In clinical practice, chemical studies are accom- 
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plished by drawing blood (hence, tapping the intra. 
vascular space) and determining the actual concentra. 
tions of its electrolytes. The composition of the inter. 
stitial space is, for clinical purposes, the same as that 
of the intravascular space. On the other hand, analysis 
of the chemical pattern in the intracellular compart 
ment requires rather specialized techniques, such as 
isotope dilution studies and tissue biopsies. These de. 
terminations thus remain with the experimentalist, 
However, a number of basic facts about the interrela- 
tionships of the body compartments has been accumu. 
lated and, therefore, the state of the body water as a 
whole can often be inferred from plasma measurements, 
It must be emphasized that such inferences may some- 
times be incorrect. 

The clinical appraisal of the patient should always 
determine the treatment, and the chemical determi- 
nations should serve only a subsidiary function in the 
over-all evaluation. 

Since sodium is the chief extracellular cation with a 
concentration of 142 mEq./L. (range—137 to 147 
mEq./L.), it is apparent that reductions in sodium 
concentrations usually produce hypotonic plasma (Fig- 
ure 2). One milliequivalent of sodium weighs 23 
milligrams. In a normal 70 kilogram male there are 
about 2,700 to 3,000 mEq. of sodium, 1,800 to 2,000 of 
which are in the extracellular phase. A part of the 
body sodium is present in cells, chiefly in the muscles, 
in a concentration varying by different estimates from 
5 to 15 mEq. per kilogram of intracellular water. The 
remainder of the sodium in the body is present in the 
bones; about half of this is in dynamic equilibrium 
with the rest of the sodium of the body and half is 
apparently not available to body metabolic processes. 

The normal person ingests approximately 6 grams 
of salt in his daily diet, or about 100 mEq. of sodium. 
Obviously, this figure will vary from person to person. 
dependent upon tastes and dietary habits. An individ- 
ual on a low salt diet (400 mg. sodium or | Gm. 
NaCl) is ingesting 17 mEq. of sodium per day. Under 
normal circumstances the kidney is the chief route for 
elimination of this cation. Hence, a person who is in 
balance, that is, neither gaining nor losing sodium, will 
excrete this ion in his urine in amounts equivalent to 
his oral intake (less the usual small quantity present 
in sweat). The renal control of electrolyte excretion is 
partly under endocrine influence. The adrenal cortical 
hormones promote sodium resorption from the distal 
tubule; their absence results in sodium wasting (Fig- 
ure 3). The antidiuretic hormone of the posterior p!- 
tuitary gland conserves water and may indirectly result 
in increased sodium excretion (Figure 4). Derange- 
ment of any of the above factors may result in some of 
the abnormalities discussed below. 
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Figure 3. The adrenal cortical hormones promote sodium resorption 
from the distal tubule. 





Figure 4. The antidiuretic hormone of the posterior pituitary gland 


conserves water and may indirectly result in increased sodium 
excretion. 
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Low Serum Sodium (Significance) 


As indicated above, clinical measurement of ‘‘serum 
sodium” defines only one specific factor, namely, the 
concentration of the single cation in the intravascular 
(and, for clinical purposes, the interstitial) space. This 
determination does not define either the total amount 
of sodium nor its distribution in the body. Measurement 
of the total amount requires knowledge of the amount 
of fluid in which the ion is diluted, and description of 
the distribution calls for exact determination of the 
distribution of sodium among the various compart- 
ments and tissues. A fourth factor, the balance of sodium 
in the body, can be measured clinically but only with 
considerable attention to many details. Nonetheless, 
the balance technique at times can be of considerable 
importance to the clinician in evaluation of the patient. 

It becomes immediately apparent that several dif- 
ferent mechanisms can produce a decrease in sodium 
concentration, or a “low serum sodium” (Figure 5 on 


following page). These mechanisms are: 


1. Dilution of sodium—the retention of water over 
and above the retention of sodium. 

2. Depletion of sodium—an actual decrease in the 
amount of sodium present in the body, in the 
face of essentially normal amounts of body water. 

3. Redistribution of sodium or water in the body 
(phenomenon of adaptation)—the loss of sodium 
from the extracellular, measurable space or its 
dilution by water which leaves the intracellular 
space. 

Differentiation of these three types of “hypotonic 
states” is not always a simple matter. Often, however, 
careful attention to the details of the patient’s history 
and physical examination, supplemented by a few 
laboratory tests, may aid in such distinction. 

Knowledge of the following factors will help eluci- 
date the problem: the patient’s normal weight and 
recent changes in weight; the presence or absence of 
edema and dehydration; the recent intake and output 
of fluid; consumption of food; existence of vomiting, 
diarrhea and profuse perspiration; and presence of 
visceral disease such as cardiac failure, hepatic insuf- 
ficiency, renal impairment or terminal cancer. 

Of the laboratory data, one should obtain a serum 
protein, hemoglobin or hematocrit, carbon dioxide 
combining power, chloride, potassium, serum non- 
protein nitrogen or blood urea nitrogen and urinary 
sodium. If other bodily secretions are evident, meas- 
urement of their sodium content may also be important. 


1. HyponatTrRemMiA DuE To DituTION 


In this situation the total body water is markedly 
increased. Large increase in volume is not reflected in 
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Figure 5. Mechanisms for a “low” serum sodium. 


serum determination of sodium, though it may be re- 
vealed by a low hemoglobin or low serum protein level. 

The patient with the low sodium syndrome due to 
dilution has a form of “water intoxication.” The large 
volume of water dilutes both his extracellular and his 
intracellular space. He may be a chronically depleted 
patient, often with evidence of heart disease, liver 
disease or cancer. He is usually undernourished and 
anemic. There may be recent weight gain and a posi- 
tive water balance. There is no evidence of either renal 
or extrarenal losses of sodium. Associated findings may 
include nitrogen retention, low hematocrit and serum 
protein, and low urinary sodium. The severity of his 
symptoms is usually related to the rapidity of the 
development of this abnormal state. 

The ideal treatment for this type of patient is not 
addition of sodium but rather restriction of water. A 
patient given no water will lose between 500 and 800 
cc. daily through the skin and lungs and even larger 
amounts in the presence of fever and increased respi- 
rations. General supportive measures, such as adequate 
caloric intake and digitalization of the failing heart, 
may be of great importance. Infusion of hypertonic 
saline solutions into these patients will only expand 
the already increased extracellular water and possibly 
precipitate serious congestive heart failure. 


2. HypoNnaTREMIA DuE To SopiumM DEPLETION 


In this situation sodium loss from the body exceeds 
water loss. There is a true sodium deficiency while body 
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water is low or normal—a form of dehydration. Any 
one or a group of factors may be responsible for the 
development of this condition. It will be noted in the 
following list that many of the causes are directly the 
result of therapeutic maneuvers. 

a. Rigid dietary salt restriction, especially when aug- 
mented by resin therapy. A special instance is the 
postoperative use of large amounts of glucose and 
water solutions without saline. 

Frequent mercurial diureses. 

Repeated mechanical removal of large volumes of 
salt-containing fluids with replacement of water 
only; for example, paracentesis, thoracentesis, 
Southey tube drainage and intestinal and gastric 
drainage. 

d. Severe vomiting, diarrhea or drainage from intes- 
tinal fistulae, again without replacement of the 
sodium lost in this manner. 

. Profuse perspiration, replaced by salt-free liquids. 
Excessive sodium wasting from the kidneys, due 
either to impaired renal efficiency (in chronic 
renal disease and the diuretic phase of acute 
renal failure and sometimes after relief of severe 
renal obstruction) or to deficiency of adreno- 
cortical hormones. 

It is obvious that several of these situations may 
operate simultaneously in the production of dehydra- 
tion and that addition of a secondary factor to a patient 
who is chronically salt-depleted may precipitate serl- 
ous difficulty. 


GP Volume XI, Number 5 








Intra-C-Fl. 


= 





The dehydrated patient should be the easiest to 
recognize and the most satisfactory in his response to 
treatment. He has low serum sodium and chloride con- 
centrations, acidosis and moderate nitrogen retention. 
Clinically, he is weak and drowsy, is complaining of 
muscular cramps, thirst unrelieved by water, anorexia, 
nausea and vomiting; and has a low urinary output 
with refractoriness to diuretics. His tongue and skin 
are dry; skin elasticity is lost; skin is cool and temper- 
ature may be low; peripheral veins are collapsed; and 
orthostatic hypotension may be present. He is often 
noted to be losing weight rapidly. If the syndrome con- 
tinues unchecked, there is restlessness, mental confu- 
sion, fall in blood pressure, increased pulse rate and 
the development of shock and coma. The picture is 
due in part to contraction of the extracellular volume 
with resultant peripheral vascular collapse, and in part 
to cellular overhydration resulting from movement of 
water into the cells to establish a new level of osmotic 
equilibrium with the hypotonic extracellular fluid. 

Dramatic success may sometimes be achieved in these 
cases by the judicious replenishment of salt in excess 
of water. In mild cases the salt may be given by mouth, 
either in soups or in enteric-coated tablets. The oral 
route is preferred, whenever feasible. In the more 
severe cases sodium chloride may be given as a hyper- 
tonic solution, usually 3 per cent or 5 per cent, by 
vein. It is wise to administer this solution slowly, no 
more than 200 cc. of the 5 per cent solution over a 
four-hour period and probably no more than 400 ce. 
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Figure 6. Showing effect of hypertonic sodium chloride infusion on 
water distribution in the body. For simplicity, the diagram assumes 
that the cell membrane is impermeable to sodium and chloride. 
Equilibration is obtained by shift of water from the intracellular to 
the extracellular space so that the tonicity of all body fluids is raised 
when extracellular electrolytes are administered. The rationale for 
calculating sodium deficit on total body water is herein defined. 


of this solution daily (20 grams or 350 mEq.). Careful 
observation of the patient during the infusion is essen- 
tial since elevation of venous pressure or development 
of pulmonary edema forebodes serious complications. 
The venous pressure can be roughly estimated by 
observing the degree of distention of the cervical veins 
or can be accurately assessed by manometric determi- 
nations. Pulmonary edema is easily recognized by the 
appearance of rales or by a rapid diminution of vital 
capacity. If any of these signs appear, the infusion 
should be discontinued. 

Calculation of the sodium deficit and attempts to 
replace the “correct” amount are fraught with difficulty. 
It is argued that total body water must be utilized in 
this calculation because the hypotonicity produced by 
the sodium deficit is reflected in both intra- and extra- 
cellular spaces (Figure 6). Although this method of 
calculation is accurate in the physiologic sense, in 
clinical practice it is unwise to attempt to achieve full 
correction in a short period of time. Infusion of about 
one-third of the calculated requirement should be 
followed by re-evaluation of the patient. If, following 
the administration of this fractional dose, there is 
either no improvement or deterioration in either the 
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clinical or the chemical pattern, it may be reasoned 
that true sodium deficit is not the fundamental defect, 
and therapy may be discontinued before excessive 
amounts of saline have been administered. If, on the 
other hand, a true salt deficit is being remedied, this 
will be reflected clinically by an increased sense of 
well-being and chemically by a rise in the serum so- 
dium. More salt may then be administered. Under such 
circumstances correction of the hyponatremia may en- 
able the renal regulatory mechanisms to operate more 
efficiently in retaining the administered salt and in 
excreting the extra water, thus resulting in correction 
of the chemical abnormality before the total calculated 
amount of salt has been administered. 

Example of calculation. A man whose normal body 
weight is 70 kg. is determined to be sodium depleted 
with a serum sodium of 120 mEq./L. His total body 
water is 37 kg. (53 per cent of body weight). His total 
sodium deficit is: 

142 minus 120=22 mEq./L.; 22 mEq. x 37=814 
mEq. 

Since each one gram of NaCl is equivalent to 17 
mEq., this patient will require: 

814+17=48 grams. 

In a 5 per cent solution this amount is about 900 cc. 
It would be wise in this instance to give 300 cc. of 
5 per cent NaCl the first day, then to evaluate clini- 
cally and chemically before proceeding with the addi- 
tional salt. 


A note of warning is in order. The sodium ion is an 
“antagonist” of the potassium ion. In cases of potas- 
sium depletion, even though of subclinical magnitude, 


sudden infusions of large amounts of sodium may 
aggravate the hypopotassemia, with resultant cardiac 
and neuromuscular depression. Also, lowering the 
physiologic level of potassium may induce digitalis 
toxicity in the digitalized patient, since this drug and 
this cation are mutually antagonistic. It should be ap. 
preciated that the infusion of hypertonic sodium solu- 
tions causes water to be shifted from the intracellular 
to the extracellular space. In cases such as diabetic 
acidosis wherein the intracellular space has been de- 
pleted of water, appropriate replacement of this deficit 
can be effected only by the use of hypotonic solutions. 


3. HyPoNATREMIA DvuE TO REDISTRIBUTIONS 


Under certain and varied conditions, having in com- 
mon metabolic abnormalities, sodium may enter the 
cellular compartment with resultant extrusion of potas- 
sium. Under these circumstances, the total body sodi- 
um may be normal or even increased though the serum 
concentration is low. It is probable that metabolic 
abnormalities within the cell result in a new setting of 
the tonicity of body fluids. It is thought that disturbance 
in cellular metabolism due to chronic disease, anoxia 
or malnutrition may interfere with energy-supplying 
mechanisms which in turn effect changes in the tonicity 
of body fluids with resultant transfers of both sodium 
and water. The syndrome of low serum sodium observed 
under these conditions can be rectified only by ameli- 
orating the underlying metabolic difficulty and not by 
the addition of excess sodium to body fluids. 

This type of low sodium syndrome may not be easily 
recognized clinically. It may be represented by the 


Figure 7. The serum potassium modifies (balances) the effect of 
digitalis, When sodium is given intravenously to a digitalized 
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postoperative patient who is doing well in all respects 
but whose serum sodium is low. It may be seen in pa- 
tients under chronic stress, such as those with long- 
standing wasting illnesses and cachexia. Chronic con- 
gestive heart failure, terminal carcinoma and severe 
tuberculosis are such examples. This patient may have 
no signs Or symptoms referable to his electrolyte dis- 
turbance, despite the fact that he is found to be con- 
serving urinary sodium and his serum sodium levels are 
dropping. Treatment by administration of excess salt 
is contraindicated. The hyponatremia is only a sign of 
the underlying disease. 

It should be emphasized in passing that clinical con- 
cepts of the low salt syndrome were formerly derived 
by inference from low chloride concentrations. It is 
important to differentiate between “low sodium,” “low 
chloride” and “low salt” (NaCl) syndromes. Though 
chloride is often reduced when there is a low sodium 
concentration, it is noted that hypochloremia may 
occur independently of a drop in sodium, for example, 
in hypochloremia due to vomiting. Also, it is important 
to realize that calculations of sodium concentration by 
the simple addition of chloride and bicarbonate con- 
centrations are notably inaccurate in abnormal states 
and cannot be relied upon; sodium concentration 
should be determined directly. It follows that measure- 
ment of chloride excretion in the urine will not always 
give an indication of sodium excretion. These two ions 
are handled independently by the body in many situa- 
tions. The syndromes discussed above are truly those 
of low sodium, and generally low sodium chloride, 
states. 


se 


3 


patient, the level of serum potassium goes down, and digitalis 


intoxicotion may result. 
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Specific Instances of the Syndrome 


ConGESTIVE HEART FaILuRE 


The low serum sodium syndrome is found frequently 
in patients with chronic congestive heart failure. Only 
some of these patients will respond to treatment with 
salt and the differentiation between the two types of 
response can sometimes be determined in advance by 
careful attention to the clinical history. 

Those patients who have been on a carefully re- 
stricted sodium intake, especially with resin supple- 
ments, who have been enthusiastically given mercurial 
diuretics, and who may have undergone frequent 
thoracenteses for removal of excessive pleural fluid, 
are often truly sodium depleted. If it can be anticipated 
from their history and from appropriate studies that 
large amounts of sodium have actually been removed— 
often over a short period of time—improvement some- 
times can be achieved by a cautious therapeutic test 
with salt as outlined heretofore, even in the face of 
massive edema. If, however, sodium conservation by 
the kidney continues and serum sodium does not rise 
markedly, the extra salt must be discontinued at once 
—or the patient’s condition may be aggravated. It is 
worthy of repetition that digitalized patients in this 
situation, when treated with salt, with resultant depres- 
sion of their effective potassium levels, may show signs 
of digitalis toxicity (Figure 7). This complication must 
be recognized as soon as it occurs. 

Illustrative Case. A 58-year-old salesman was ad- 
mitted to the hospital complaining of shortness of 
breath on exertion. Fifteen years earlier he had been 





told that he had hypertension, but he had felt well until 
18 months prior to admission when he began to have a 
chronic hacking cough and intermittent spells of 
wheezing. Orthopnea and moderate ankle edema had 
first appeared about six months before admission. For 
the past year he had adhered rigidly to a 1 gram salt 
diet and had been maintained on digitalis. He required 
a mercurial diuretic about once weekly; each injection 
produced a profuse diuresis, causing the patient to 
complain of weakness and pain in his calves. 

Physical examination revealed a moderately obese, 
plethoric, orthopneic, acutely ill man. His blood pres- 
sure was 210/132, pulse 104, respirations 36. The 
cervical veins were definitely distended despite the 
orthopneic position. There was an increase in the an- 
teroposterior diameter of his chest. Breath sounds were 
depressed throughout. There were a few moist fine 
rales at the left base posteriorly and the findings of 
fluid in the right hemithorax to the level of the fifth 
thoracic spine. His heart was markedly enlarged to the 
left. The second aortic sound was loud. There was a 
harsh systolic murmur over the entire precordial reg- 
ion, loudest at the base. The liver edge was felt 5 cm. 
below the right costal margin. There was shifting dull- 
ness in the abdomen. Two-plus pitting edema of the 
ankles was present. 

Laboratory examination disclosed a normal blood 
count. Urine revealed 2-plus protein, 3 to 5 white 
blood cells and an occasional hyaline and granular 
cast. Kahn test was negative. Serum sodium was 137 
mEq./L., chloride 95 mEq./L., and CO, 23 mM./L. 
Electrocardiogram showed left ventricular hypertrophy. 

The patient was placed on bedrest and a 200 mg. 
sodium diet. Daily injections of mercurials were given, 
with the loss of 15 lb. of weight during the first week. 
However, the patient’s orthopnea remained quite se- 
vere, so a thoracentesis was undertaken with removal 
of 1,500 cc. of fluid. Thereafter, the patient became 
somnolent and apathetic. By this time his edema was 
much less marked and his venous pressure had fall- 
en to normal. His serum sodium now had dropped to 
124 mEq./L.; his chloride level was 80 mEgq./L. and 
CO, was 20 mM./L. He was then given 250 cc. of 5 per 
cent NaCl intravenously. By that evening he appeared 
brighter and by the next morning was found eating 
breakfast. His sodium at this time was 132 mEq./L. 

During the next few days, without the need of ad- 
ditional parenteral sodium, and only with the allow- 
ance of a more liberal salt diet, the patient improved. 
Serum sodium at the time of discharge was 139 mEq./L. 

Comment: This patient had been on a rigid salt re- 
striction for a long period of time and had received oc- 
casional mercurial diuretics. For his severe congestive 
failure he was treated too vigorously with frequent di- 
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ureses and with a large thoracentesis. Considerable 
sodium had been removed from him and he was truly 
sodium-depleted individual. Acute replenishment of 
only part of the calculated salt deficit resulted in con. 
siderable improvement which was maintained without 
further parenteral therapy. 

On the other hand, those cardiac patients who have 
received no vigorous treatment and who are found to 
have a low serum sodium may have “‘overhydration” or 
a “sodium shift” or both mechanisms to explain this 
finding. It must be recognized that this condition will 
have developed spontaneously over a long period of 
time and that, presumably, these patients will have 
made the appropriate physiologic adjustments to their 
chemical derangements. The best treatment for such 
patients is restriction of water, continued restriction of 
sodium, and the employment of every available method 
to improve their underlying condition, for example, 
with digitalis, bedrest, protection against infection, and 
maintenance of a good caloric intake. Emphasis is 
placed upon the treatment of the patient and not upon 
the treatment of the deranged chemical values. 

Illustrative Case. A 76-year-old woman was known to 
have arteriosclerotic heart disease. She had developed 
severe edema of her lower extremities one year before 
admission. At that time she was placed on digitalis and 
a low salt diet, but she admitted to many dietary indis- 
cretions. Over the course of the year she had become 
progressively weaker and more dyspneic, but she had 
not sought further medical attention. 

Physical examination revealed a confused, appre- 
hensive elderly woman who appeared both acutely and 
chronically ill. The blood pressure was 120/80 mm. 
Hg. Her neck veins were moderately distended. Scat- 
tered wheezes were heard throughout both lungs. The 
heart was enlarged to the left to the anterior axillary 
line; the rhythm was grossly irregular; there was a 
grade-2 blowing systolic murmur at the apex. The 
liver was 4 cm. below the right costal margin. The ab- 
domen was moderately distended. Four-plus pitting 
edema of the ankles was noted. 

The day after admission the patient was found to 
have a BUN of 35 mg. Her serum sodium was 121 
mEq./L.. chloride 80 mEq./L., CO, 29 mM./L, and 
total proteins 6.7 Gm./100 cc. She was treated with ad- 
ditional digitalis and bedrest. Because of the low serum 
sodium level, it was decided to give the patient a ther- 
apeutic trial of hypertonic saline. Hence, she received 
300 cc. of 3 per cent saline slowly intravenously. The 
next day the patient was drowsy and unresponsive. 
Her serum sodium was now 126 mEq./L. and her 
chloride, 84 mEq./L. Despite the apparent improve 
ment in her chemistries, the patient’s clinical condi- 
tion had rapidly deteriorated. Hence, the sodium in- 
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fusions were stopped. In the course of the next week 
she gradually cleared mentally. Her heart rate was 
slowed from 118 to 76 with digitalis though the rhythm 
remained grossly irregular. She was discharged on dig- 
italis and low salt intake. Her serum sodium at dis- 
charge was 124 mEq./L. 

Comment: This patient had developed her low sodi- 
um syndrome spontaneously. Her condition deterio- 
rated when hypertonic saline was administered. It was 
immediately apparent that she could not tolerate the 
extra salt and that she should be treated without regard 
for her serum chemistries. 


CirRHOSIS WITH ASCITES 


A low serum sodium level is a frequent finding in 
those patients with cirrhosis of the liver who have mas- 
sive accumulation of ascitic fluid. Studies have shown 
that they tend to continue to accumulate ascites while 
their serum sodium remains depressed and while their 
urinary sodium is practically negligible. The addition 
of sodium to the diet of these patients does not raise 
the serum level nor increase the urinary excretion; it 
only produces a more rapid accumulation of abdom- 
inal fluid. Paradoxically, rigid salt restriction may 
cause a rise in serum and urinary sodium levels and a 
simultaneous, but gradual, disappearance of the as- 
cites. The underlying mechanisms for this adjustment 
by the body are obscure at the present time. 

Hyponatremia is also known to develop rather acute- 
ly in some of these patients after removal of large col- 
lections of abdominal fluid. Sometimes the manifesta- 
tions occur quite rapidly, with shock, coma and hemo- 
concentration; more often the syndrome develops in 
two to four days following paracentesis, during which 
time the patient develops progressive apathy, weak- 
ness, confusion, anorexia, nausea, vomiting, muscle 
cramps, hypotension, tachycardia, hemoconcentration 
and elevation of the nonprotein nitrogen. Studies on 
these patients have shown that they tend to reaccumu- 
late their ascites quite rapidly and that they ingest, and 
retain, large amounts of water without salt. In effect, 
then, they are acutely expanding their extracellular 
fluid volume (by the accumulation of ascites) at the ex- 
pense of body stores of salt and water and are, at the 
same time, diluting the electrolytes already present. 
The result is hyponatremia and contraction of the “‘ef- 
fective” (intravascular and interstitial) extracellular 
space. It has been shown that if equivalent salt is given 
with the ingested water or if the patient has sufficient 
edema in his subcutaneous tissues to replenish that 
amount removed, hyponatremia and its concomitants 
do not appear. Prevention of this derangement may 
sometimes be achieved by the infusion of salt-poor 
human albumin which, by its oncotic effect, will help 
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to maintain an effective circulating blood volume. The 
correction of hyponatremia in this situation is accom- 
plished with hypertonic saline solutions intravenously 
to expand the intravascular fluid and to correct the 
depletion hyponatremia. 

Illustrative Case. A 62-year-old white male had con- 
sumed moderate amounts of alcohol for many years. 
About one year prior to admission he developed as- 
cites and mild jaundice. Treatment in the past year 
had consisted of a low salt diet, frequent mercurial in- 
jections and an occasional paracentesis for relief of the 
ascites. Two days prior to hospitalization he had un- 
dergone one of these paracenteses, after which he had 
developed hyperactivity, confusion and cramps in his 
legs. 

On admission he appeared to be poorly nourished, 
confused, chronically ill and mildly icteric. Several 
spider angiomas were present about the shoulders and 
neck. The abdomen was moderately protuberant with 
bulging in both flanks and evidence of ascitic fluid. The 
liver edge was firm and could be palpated 3 cm. below 
the right costal margin. The spleen was enlarged 5 cm. 
below the left costal margin and was also noted to be 
firm but nontender. There was no peripheral or sacral 
edema. 

Tests of liver function revealed evidence of moder- 
ate hepatocellular damage. Hemogram showed a mild 
anemia. Urinalysis was essentially normal. Blood urea 
nitrogen was 22 mg. Serum sodium was 130 and chlo- 
ride was 92 mEq./L. 

The patient was treated with several grams of sodi- 
um chloride by mouth. His mental confusion disap- 
peared rapidly and his serum sodium and chloride con- 
centrations rose to 136 and 100 mEq./L respectively. 

One week later paracentesis was again repeated, fol- 
lowing which the patient developed severe thirst and 
ingested large quantities of water. Apathy, confusion, 
nausea and vomiting appeared. He was noted to gain 
2.4 kg. of weight in the first 48 hours after paracen- 
tesis. His hematocrit, which had been 32 per cent prior 
to the tap, rose to 37 per cent. His serum sodium fell 
to 127 and his chloride to 88 mEq./L. BUN had fallen 
to 14 mg. before the paracentesis, now rose to 20. He 
was cautiously given an infusion of 300 cc. of 3 per 
cent sodium chloride. By the next morning he was 
slightly less confused. Accordingly, he received an ad- 
ditional 500 cc. of 3 per cent salt solution with striking 
results. His appetite and strength returned and his 
mental confusion completely disappeared. At this time 
his hematocrit had fallen to 30 per cent and his BUN to 
12 mg. Serum sodium was found at 140 mEq./L. and 
chloride had risen to 103 mEq./L. 

Comment: This patient with chronic liver disease 
and ascites had been maintained on a low salt intake 
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for a considerable period of time. The rapid removal 
of ascitic fluid on several occasions resulted in mental 
confusion and hyponatremia during the period of 
rapid reaccumulation of the ascites. The deficit was 
corrected by administration of additional sodium chlo- 
ride. It perhaps could have been prevented by allowing 
the patient to ingest “isotonic” saline instead of water 
in the period following the paracentesis. 


Curonic NEPHRITIS 


Patients with chronic renal insufficiency are often 
treated with low sodium diets, though too rigid a re- 
striction of salt in the face of marked nitrogen reten- 
tion is not advisable. Again, some of the patients, usual- 
ly those who are the most chronically ill, develop hy- 
ponatremia which is refractory to treatment. The path- 
ogenesis of this chemical derangement is not fully 
understood but is probably similar to that seen in other 
chronic diseases. 

Many patients with chronic nephritis on a low sodium 
diet tend to be in slightly negative salt balance at all 
times. Ready control of this situation is achieved by 
liberalizing the salt intake. This problem is accentu- 
ated when these patients with impaired renal function 
undergo a sudden reduction in their salt intake. Renal 
compensation lags and sodium excretion may continue 
for a prolonged period. There is, however, a very small 
group of patients in this category who become hypo- 
natremic, because their renal losses of sodium are per- 
sistently very high. These are the so-called “‘salt losers.” 
A brief balance study, that is, a measure of the dif- 
ferential between urinary sodium losses and oral in- 
take, will quickly make the diagnosis in these cases. 
It is a fairly simple matter first to replace the sodium 
deficit slowly and then to increase the daily intake of 
salt to the point where a constant balance is maintained. 

Illustrative Case. A 42-year-old married white woman 
was admitted to the hospital complaining of headaches, 
dizziness and leg cramps. Albuminuria had first been 
discovered 20 years before on a routine physical exam- 
ination. During the course of each of her two preg- 
nancies, she developed blurring of vision, increased 
amounts of albumin in her urine and dependent edema. 
These symptoms receded with the end of each preg- 
nancy and it was not until four years prior to admission 
that a persistent elevation of the blood pressure level 
was noted. 

She had 2-plus proteinuria, occasional white and 
red cells and a few granular casts each time her urine 
was examined in the last two years. She had been 
maintained on a moderate restriction of salt intake. 

On admission the patient was seen to be a moderately 
obese woman, apprehensive, but in no acute distress. 


The blood pressure was 195/110. The skin was fine, 
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moist and nonpigmented. There was a grade-: retinitis 
with narrowing of the arterioles, compression of veins 
at points of crossing, flame-shaped hemorrhages and 
many hard exudates. The lungs were clear and there 
was no evidence of congestive heart failure (heart 
enlarged to the left). 

Urinalysis revealed 2-plus protein, a fixed specific 
gravity between 1.006 and 1.008, occasional red cells, 
white cells and granular casts. The hematocrit was 39 
per cent. The blood urea nitrogen was elevated to 39 


mg. The CO, was 16.9 mM./L., chloride 106 mEq./L,, | 


sodium 138 mEq./L. and potassium 3.3 mEq./L. PSP 
excretion was markedly reduced. 

The patient was placed on a diet containing only | 
gram of salt while the above studies were being carried 
out. She was allowed water ad lib. Eight days after ad- 
mission it was noted that the patient was becoming 
progressively lethargic and was complaining of frequent 
dizziness when standing. 

The patient’s appetite decreased and nausea and 
vomiting appeared. She was found to have lost 5 kg. of 
weight in this time, her fluid output being measured at 
around 2,000 cc. daily. There had been a gradual ele- 
vation of her BUN to 87, sodium had dropped to 116 
and chlorides to 90, CO, was 18, and potassium was 
unchanged. 

A 24-hour urine was analyzed for its sodium content 
and it was found that the patient was losing 96 mE«. 
per day, about 79 mEq. more than her intake. She was 
immediately treated with an infusion of 5 per cent 
sodium chloride, of which she received 250 cc. The 
next morning she felt definitely more alert and was able 
to tolerate a small amount of food. The salt content of 
her diet was increased to 5 grams per day. In the 
course of the next week her BUN fell to 49, her sodium 
rose to 132, and the patient showed definite clinical 
improvement. 

Comment: This patient had a mild “salt-losing” 
nephritis which became manifest on the rigid hospital 
diet in which the sodium was restricted. Replenishment 
of the lost sodium served to correct the condition 
which had developed. 

Some of the patients with severe “salt-losing” ne- 
phritis present the same clinical picture as patients 
with Addison’s disease. In both instances renal sodium 
loss is high and the patient loses weight, develops 
asthenia and manifests a low serum sodium. A differ- 
ential diagnosis can be made quickly by giving 3 mg. of 
desoxycorticosterone acetate intramuscularly three 
times during the course of one day. If the adrenals are 
at fault, there will be a sharp drop in urinary sodium 
excretion; if the disease is due to inability of the kid- 
ney tubules to reabsorb sodium, no effect will be regis- 
tered on the sodium output. 
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Appison’s DisEAsE 

This clinical picture is noted above. If the patient’s 
low serum sodium is found to be due to adrenocortical 
insuficiency, he must be treated with appropriate 
amounts of hydrocortisone (Compound F) and salt, 
with or without desoxycorticosterone. Administration 
of the adrenal hormones sometimes causes a dramatic 
and acute restoration of serum electrolyte values to 
normal. The “low sodium” here is not due entirely to 
renal losses of this cation, but is due largely to a re- 
distribution of the ion in the body. 


AcuTE RENAL INSUFFICIENCY 


Many patients with acute tubular necrosis manifest 
a low serum sodium during the oliguric phase. Any of 
the mechanisms of low salt syndrome may be opera- 
tive. Sometimes there is a dilution phenomenon; some- 
times there is actual sodium loss by vomiting or dia- 
trhea; frequently there is a redistribution of sodium 
and water in the measurable extracellular space. Treat- 
ment in these cases depends, as in the previous in- 
stances, upon the cause of the hyponatremia. During 
the diuretic phase it is important to measure the salt 


output and to replace it orally or parenterally to pre- 
vent severe salt losses. The edematous patients who 
already may have large quantities of salt and water in 
edema stores must have cautious replacement therapy. 
Often, diuresis following acute renal failure may result 
in the losses of excess salt and water stores accumu- 
lated during the oliguric period. If this is the case, re- 
placement of such urinary losses is not indicated. 


MISCELLANEOUS 

The presence of chronic hyponatremia has been re- 
ported in patients with central nervous system disease 
or severe tuberculosis and in other wasting diseases 
and cachectic states. The patients are said to have no 
symptoms referable to their low sodium levels and 
require no treatment therefor. 

The patient with the nephrotic syndrome may have 
a low serum sodium along with his anasarca. Such a 
situation can arise from overly enthusiastic restriction 
of dietary sodium and may be improved by allowing 
salt in small amounts (3 grams or so) in the diet. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 





Surgery in Funnel Chest Deformity 


FUNNEL CHEST is a developmental deformity probably caused 
by shortening of the central tendon of the diaphragm. As 
body growth progresses funnel chest causes a hollow- 
chested, stoop-shouldered posture. According to a recent 
report by Rydell and Jennings, there may be decreased ex- 
ercise tolerance in more severe cases, although this may 
not be noticed at first. It is impossible to predict whether 
or not the deformity will progress to the point of causing 
deleterious pressure upon the thoracic viscera. Nor has it 
been clearly settled whether or not the life span is short- 
ened, 

Children with funnel chests should be subjected to oper- 
ation if the appearance and posture change warrant it. 
The psychologic effect of teasing by other children may 
result in a well-defined psychoneurosis. The operation 
should be performed before the child has formed bad pos- 
ture habits with kyphosis and protuberant abdomen. 

Two types of surgical procedure have been advised for 
funnel chest. The first is a limited procedure in which the 
xiphoid is removed and the substernal ligament is divided. 
The second, recommended by the authors, is the more ex- 
tensive chondrosternoplasty. This is performed through a 
vertical midline incision. The pectoral muscles are reflected 
laterally, a segment from the lower costal margin is excised 
and the xiphoid is lifted outward. The depressed and de- 
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formed costal cartilages are then resected until the upper 
end of the deformity has been reached. Four or five pairs 
of costal cartilages must usually be resected to accomplish 
a satisfactory result. 

In seven children subjected to operation by the authors, 
the cosmetic improvement was encouraging. The patients 
were from 6 months to 10 years old. They improved psy- 
chologically as well as from a cosmetic standpoint. 

—Am. J. Surg., 88: 69, 1954. 


























In all but a few of the 267 patients reported here, 

the decision to suppress lactation was the mother’s decision— 

not the physician’s. An estrogen-androgen mixture was given orally 
in five doses at four-hour intervals, beginning as soon as possible 
after delivery. Results were excellent in 166 cases 

(no breast engorgement), good in 91 cases (full sensation in 
breasts), fair in 10 cases (full sensation, slight lactorrhea). 

There were no instances of poor results (painfully engorged 

breasts or untoward symptoms from medication). 


A “control” experience is not included. 


Combined Steroids To Suppress Lactation 


BY PETER W. FISKIO, M.D. 


New Haven, Connecticut 


WITH AN INCREASING NUMBER of patients who cannot 
or will not nurse their babies, the physician finds him- 
self more and more in need of a simple method of sup- 
pressing lactation and preventing the discomfort of 
breast engorgement during the puerperium. Prior to 
the advent of hormonal therapy, the only widely used 
treatment was breast binders with supportive anal- 
gesics. But both doctors and patients have objected to 
this method. Parker points out that a tight breast bind- 
er can seriously limit respiratory excursions and, if im- 
properly applied, increase the likelihood of mammary 
abscess. Patients complain of the mastalgia of the breast 
engorgement, the discomfort and inconvenience of the 
breast binders and the frequent failure of the binding 
to prevent lactation. 

The successful introduction in 1938 of sex hormones 
to inhibit milk production offered the possibility of a 
simple solution to this age-old problem. Since then, sex 
hormones of all types and in various regimens have been 
demonstrated to suppress lactation. However, even 
after 16 years of evaluation of hormonal therapy in 
preventing post-partum lactation, no one specific 
scheme of therapy has been fully accepted. 

On the assumption that a combined estrogen-andro- 
gen might offer the benefits of both and the side effects 
of neither, Premarin with methyltestosterone (Ayerst) 
was employed in 267 cases to inhibit lactation in the 
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puerperium. In the belief that this method offers a 
workable solution, this paper is added to the literature. 


Physiology of Lactation 


The physiology of lactation remains as enigmatic in 
many aspects as the hormonal system to which it be- 
longs. Hamblen divided the mechanism of lactation 
into three stages: (1) the preparation of the breasts 
during pregnancy by the ovarian and placental hor- 
mones, (2) the activation of lactation by the lacto- 
genic hormone of the pituitary and (3) the continuation 
of lactation through the “suckling reflex.” 

Thus, lactation develops and results from the hor- 
monology of pregnancy. Either through direct stimu- 
lation of the breasts or through indirect stimulation of 
the anterior pituitary to secrete “mammotrophin,” 
estrogen and progesterone respectively effect the ductu- 
lar and alveolar proliferation necessary for the produc- 
tion of milk. This preparation of the breasts is usually 
complete at the end of the first trimester and, prov iding 
the breast tissue is anatomically normal, they are then 
ready to secrete milk. But the high level of estrogens 
in the blood inhibits the pituitary’s production of the 
lactogenic hormone (prolactin) which is necessary to 
initiate lactation. However. within five hours after the 
end of the third stage of labor, the estrogens in the 


GP Volume XI, Number 5 








blo 
mo. 
pos 
sec 

( 
refl 
is I 
stin 
and 
of t 
por 
for 
stin 

I 
mel 
Th 
inst 
cau 
lact 


Pha 
T 


lact 
stoc 
the 
seq 
that 
esta 
gen 
toe 
seve 
unt 
syni 
resu 
quit 
nec 
Thi 
by t 
freq 
four 
cess 

A 
pres 
adm 
forn 
long 
the 
follc 
its u 
over 

A 
disti 
Sho 


GP 











blood drop to a normal level, and the lactogenic hor- 
mone begins to activate the breasts. Thus, early in the 
post-partum period, they become engorged, and the 
secretion of milk begins. 

Once established, lactation is continued through a 
reflex action between breast and anterior pituitary. It 
is now generally accepted that suckling of the breasts 
stimulates the production of prolactin and thus initiates 
and maintains the cycle of lactation. The importance 
of the suckling reflex is illustrated by Greenblatt’s re- 
port of several cases of elderly women who prepared 
for the nursing of their grandchildren by artificial 
stimulation of their breasts prior to the baby’s birth. 

Dunlap and Diddle point out that breast engorge- 
ment and lactation are probably separate phenomena. 
Therefore, if mechanical emptying of the breasts is 
instituted, engorgement is likely to be prolonged be- 
cause the suckling reflex stimulates production of 
lactogenic hormone. 


Pharmacodynamics 


The pharmacodynamics of estrogenic “blockage”’ of 
lactation during pregnancy is not completely under- 
stood. The most generally accepted theory suggests 
the suppression of anterior pituitary function and con- 
sequent inhibition of prolactin secretion. Reasoning 
that administration of estrogen after delivery would re- 
establish its blocking effect, physicians employed estro- 
gen to arrest lactation. But objections have been raised 
to estrogenic therapy for the inhibition of lactation for 
several reasons. First, nausea and vomiting are frequent 
untoward symptoms during the course of therapy with 
synthetic estrogens. Second, for the most satisfactory 
results, a relatively large and prolonged dosage is re- 
quired. (Morton and Miller found that four weeks were 
necessary for stilbestrol successfully to arrest lactation.) 
Third, because of the endometrial proliferation incited 
by the estrogens, excessive vaginal lochia and bleeding 
frequently result after withdrawal of the drug. And 
fourth, engorgement and lactation tend to occur after 
cessation of therapy. 

Androgen, too, is thought to inhibit lactation by sup- 
pression of the anterior pituitary. Testosterone can be 
administered in oral, parenteral or buccal absorption 
forms. Testosterone therapy usually does not require 
longer than three days and, after withdrawal, none of 
the side effects of estrogen therapy are noted. Menses 
follow after a normal interval. The chief objection to 
its use is virilization if given in large doses. (A dosage 
over 300 mg. a month could produce this effect.) 

A combined estrogen-androgen apparently has two 
distinct pharmacologic components. Carter, Cohen and 
Shorr speak ofa neutralizing effect on the endometrium. 
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Greenblatt and associates have concluded that the two 
hormones, when administered together, act synergis- 
tically on tissues that are not sex-linked. From a hypo- 
thetical standpoint, given in a combined form and 
acting together, only small doses of each hormone are 
required to completely inhibit the production of milk, 
and the undesired side effects of each would be avoided 
or minimized. Furthermore, because of the small dosage 
and the opposing effect of androgen on sex-linked tis- 
sues, the estrogen would not stimulate an endometrial 
hyperplasia with its resultant excessive lochia and vag- 
inal bleeding. For these reasons, a combined steroid 
was selected for trial. 

The medication used was Premarin with methyltes- 
tosterone, each tablet containing 1.25 mg. of water- 
soluble conjugated estrogens equine and 10 mg. of 
methyltestosterone. 


Investigational Procedure 


Selection. The 267 cases in this series from the 
author’s general practice were patients in whom post- 
partum lactation was not desired. In only six of the 
cases was suppression advised, because of inadequate 
breast tissue, inverted nipples, severe post-partum 
bleeding or severe pre-eclampsia. The remaining 261 
requested for various reasons to bottle feed their 
babies. 

Regimen. The dosage regimen was three tablets every 
four hours for five doses. The first dose of Premarin 
with methyltestosterone was administered immediately 
on the patient’s return to her bed from the recovery 
room, usually about 45 minutes after delivery. Reich 
states that in estrogen therapy the success of therapy 
varies inversely with the length of time between parturi- 
tion and initiation of treatment. As this observation had 
been found to hold true in the author’s experience 
with estrogen, the combined steroids were administered 
as soon as possible after delivery. In only two cases 
was the dosage delayed. In one, a case of post-partum 
bleeding immediately after delivery, the drug was with- 
held for 12 hours. In the second case, because of a 
nursing error, the patient did not receive her first dose 
for eight hours. Both patients developed engorgement 
of the breasts. 

In no case was it necessary to prescribe additional 
amounts of the drug. 

Supportive Therapy. Besides a brassiere to support the 
pendulous breasts, supplemental therapy was unneces- 
sary. The brassiere was used only during the five days 
of hospital stay. On discharge the patient was told that 
its further use was unnecessary. Saline purges, restric- 
tion of fluids, local applications to the breast and anal- 
gesics were not required. 
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Follow up. All cases were followed for a minimum of 
six weeks after delivery. Many patients were seen for an 
even longer period of time, as the author assumed the 
care of the baby. 

Results. The efficacy of this method of therapy was 
evaluated on these criteria: (1) prevention of the dis- 
comfort and mastalgia of breast engorgement, (2) per- 
manent inhibition of lactation and (3) absence of un- 
toward symptoms referable to the drug therapy. The 
results are shown in the table that follows. 








Number Percentage 

of Patients of Series 

1. No symptoms 166 62.4 
2. Breast engorgement: 

a. Mild 91 33.8 

b. Moderate 10 3.8 

c. Severe 0 0 

3. Recurrence of lactation 0 0 

4. Untoward side effects: 0 i?) 

a. Nausea and vomiting 0 0 

b. Excessive vaginal bleeding and lochia i?) 0 

c. Virilization i?) 0 





One hundred and sixty-six patients (62.4 per cent) 
who had no breast engorgement or untoward symp- 
toms from the medication were considered to have had 


excellent results. Those who noticed a full but not 
painful sensation in the breasts were classified as hay- 
ing mild breast engorgement and were considered to 
have had good results. Ninety-one patients (35.8 per 
cent) fell into this category. Ten patients (3.8 per 
cent) with a full sensation and a slight lactorrhea were 
classified as having moderate breast engorgement and 
considered to have had only fair results. These symp- 
toms occurred on the sixth or seventh day post-par- 
tum. A patient with painful breasts (severe engorge- 
ment), recurrence of lactation or untoward side effects 
would have been considered to have had poor results. 
No patient warranted this classification. There was no 
nausea or vomiting, virilization, breast abscess or ex- 
cessive vaginal lochia or bleeding after withdrawal of 
the drug. Menses returned after the normal interval of 
about six weeks. Of notable importance too, was the ab- 
sence of mental depression in the puerperium. This 


was believed to be due to the combined effects of 


estrogen and androgen. 

In this series the success of Premarin with methyl- 
testosterone to suppress breast engorgement and lacta- 
tion was most gratifying. Its use provided a simple 
scheme of therapy that was fully effective in 96.2 per 
cent of the cases. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 





NUMBER TEN IN A SERIES 


Briefs in Psychotherapy 


BY JOHN R. CAVANAGH, M.D. 





DON'T overemphasize the curative value of psycho- 
therapy. 
DO be frank and truthful with t' e patient. 








NOT ALL PATIENTS can be benefited by psychotherapy. If 
you are planning to refer your patient to a psychiatrist, 
do not build up the value of psychotherapy to an exces- 
sive degree. There are no magic pills which relieve 
neurotic ills. 

Psychotherapy is slow, and results come late. In mak- 
ing your referral, explain this to the patient. Let him 
know that psychotherapy is a slow process, but one 
that holds a good promise of success if he sticks with it. 
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At Birth Diphtheria — Pertussis —Tetanus Immunization 


DPT 
STARTED 


BY HERBERT D. CHAMBERLAIN, M.D. 
McArthur, Ohio 


Pertussis is the cause of death in more infants under 
the age of 1 year than all the other communicable 
diseases. Pertussis has always been endemic in my 
practice. From January 1, 1943, until September, 
1948, I saw and reported 40 cases of pertussis in 
infants under 1 year of age. During this same period, 
pertussis claimed the lives of ten infants under 1 year 
of age. Many of these babies died before they were old 
enough to start an immunization program as recom- 
mended at that time. 

It had always been difficult in this rural area to 
persuade mothers to bring their children in at the 
recommended ages to start an immunization program. 
Babies were rarely seen unless they were sick, and 
there was natural reluctance to start an immunization 
program at that time. 

Faced with such a record, I began in September, 
1948, to inoculate newborns with a standard prepara- 
tion of diphtheria-tetanus toxoid and pertussis vac- 
cine. After tying the cord and treating the eyes, 0.5 
ce. of this standard preparation was given into the 
area over the triceps. The procedure was carefully 
explained to the mother and the importance of a 
second injection when the child was 6 weeks of age 
was impressed upon her. Six weeks was used because 
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that was the time the mother usually came back for 
her post-partum examination and the baby was weighed 
and formula adjustments made. 

When the baby was brought in at 6 weeks of age 
and the second injection of 0.5 cc. was given, the 
mother was encouraged to return the baby at the age 
of 3 months, when its inoculation program would be 
completed by the third 0.5 cc. injection. 

This established an immunization program which 
fitted well into the usual visits of the mother and child 
to the physician’s office. 

At no time have I encountered any ill effects from 
this immunization program. At this writing, over 800 
babies have been so inoculated and to the best of my 
knowledge and follow up, none of them have ever been 
ill of pertussis or diphtheria. I have not seen diphtheria 
or pertussis in my practice since starting this pro- 
cedure in 1948. 

On the basis of this experience it is suggested that 
(1) the inoculation of the neonatal infant is a safe 
procedure, (2) the inoculated infant possesses the 
ability to withstand actual familial exposure to the 
diseases in consideration, (3) this procedure, if 
adopted in general practice, will eliminate unneces- 
sary deaths from pertussis and diphtheria. 
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Although variably enigmatic, adolescents can be understood. 
They have problems related to their needs for emancipation 
from parents, chowce of vocation, acceptance 

of heterosexual goals, and integration of the personality 

in the direction of altruistic goals. For these and other lesser 


considerations, the physician’s counsel may be sought. 


The Physician's Responsibility to Teen Agers 


BY H. KEITH FISCHER, M.D. 


Assistant Professor of Psychiatry, Temple University Hospital and School of Medicine 


Philadelphia 


‘THE MODERN PHYSICIAN is called upon frequently to as- 
sist with the complicated problems which come up in 
day-by-day adjustment. As medical science promotes 
opportunities for longer life with improved nutrition, 
control of infections, more specific drug therapies and 
surgical advances, the emotional demands continue, 
and life becomes more complicated. Suicide as a cause 
of death climbs up to eleventh in the general popula- 
tion—fifth among physicians. 

To assist with these problems, more interest and 
knowledge must be available so that the longer life 
which medicine has made possible may become happy 
and desirable rather than painful and a frustrating 
burden. The modern patient turns once again to his 
physician for help and each physician must be pre- 
pared. 

The physician’s tools in the handling of emotional 
problems can be separated into three interrelated cate- 
gories: 

1. The understanding of people, their emotions, prob- 
lems and conflicts, their needs and their methods for 
trying to achieve successful adjustment and life without 
excessive emotional stress. 

2. The development of methods for the favorable inter- 
vention needed in handling these problems. 

3. The continual striving for increased objectivity on 
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the part of physicians where emotions and _ people’s 
problems are involved. 

As with any person, the “intuitive” abilities must 
first serve the physician and his own problems and ad- 
justments. As his personal tensions decrease, his inter- 
ests and energies can become freed for work in altruistic, 
objective efforts with others. Briefly, this means that 
the self-centered cannot do good psychotherapy. Sec- 
ondly, even though he has mainly solved his own 
problems, he must still check on himself to constantly 
know when he is being subjective for himself, when 
objective for others. One might cal] this the develop- 
ment of a “liberated, educated intuition.” To a great 
extent, success in psychotherapy has its keystone in 
the individual physician himself. 

In the present essay, the understanding of some of 
the common problems for which adolescents and young 
adults need help will be discussed. Methods of therapy 
and the achievement of increased objectivity with 
psychic problems and the elaboration of the physi- 
cian’s “liberated, educated intuition” will have to come 
another time. Suffice it to say for the present that each 
physician has already made some start for himself in 
these areas. It is the continued development of these 
faculties that is important. As in any branch of medi- 
cine, when his tools and experience are on a scientific 
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basis, he goes ahead with what will be helpful to the 
patient. When his understanding, his therapy or in- 
terest are limited, the minimal scientific goal is that he 
is required to consider the emotional diagnosis—but he 
can call in others to proceed in establishing it or to 
conduct treatment. 


The Adolescent’s Problems 


For the adolescent and his problems, the physician 
will usually have to consult with, and deal with, the 
parents. In spite of appearances, the adolescent and 
his parents are usually on the same side of the fence 
and on the opposite side of the fence from each other 
at the very same time. The handling of their problems 
(for now I have included the parents in with the adoles- 
cent) will tax the wisdom of a Solomon; and that is 
frequently what is required. Certain psychiatrists feel 
this age is so difficult that they suggest that the adoles- 
cent patient cannot be treated until he is older. Other 
specialists are more optimistic. At any rate, the prob- 
lems do need help and we must continue our efforts. 

Anna Freud has described the adolescent as full of 
“incomprehensible and irreconcilable contradictions.” 
I will quote her further, ‘‘Adolescents are excessively 
egoistic, regarding themselves as the center of the uni- 
verse and the sole object of interest, and yet at no time 
in later life are they capable of so much self sacrifice 
and devotion. They form the most passionate love re- 
lations, only to break them off as abruptly as they began 
them. On the one hand they throw themselves en- 
thusiastically into the life of the community and, on 
the other, they have an overpowering longing for soli- 
tude. They oscillate between blind submission to some 
self-chosen leader and defiant rebellion against any 
and every authority. They are selfish and materially- 
minded and at the same time full of lofty idealism. They 
are ascetic but will suddenly plunge into instinctual 
indulgence of the most primitive character. At times, 
their behavior to other people is rough and inconsid- 
erate, yet they themselves are extremely touchy. Their 
moods veer between light-hearted optimism and the 
blackest pessimism. Sometimes they will work with in- 
defatigable enthusiasm and at other times they are 
sluggish and apathetic.” 

Occasionally, the normal ‘‘peculiar”’ behavior of the 
adolescent cannot be accepted by his routine-loving, 
“sensible,” decorous parents. While he may be going 
through this “stage,” they simply can’t stand it. Their 
discomfort leads to seeing signs of disaster, delinquency 
or degeneracy developing when it is not. Soon their 
nagging and anxiety makes a problem where none 
really existed. In this situation, the physician needs to 
support the child and return the parents to a more 
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healthy perspective. Of course, a good many instances 
will find parental worries justified. 

English and Finch have listed four problems which 
become the “prime achievements to be accomplished 
during adolescence.” These are: (1) emancipation 
from parents, (2) choice of vocation, (3) acceptance of 
heterosexual goals, and (4) integration of the person- 
ality in the direction of altruistic goals. 


Emancipation 


The goal between parents and adolescents is the 
gradual evolution of a relationship which eventually 
should find the parents and their now-grown children 
mutually accepting each other as adults, each with 
valuable ideas, energies and skills, and with preroga- 
tives for independent control and decision and action. 
Friendship would be based on rewarding day-to-day 
contacts and not merely on the years of previous as- 
sociation brought on by the chance of birth. 





Father may be a friendly guide to his sor 


into manhood, or he may be on obstoc 













—- 

(l- ee LA 
~ ye <p ¥ 
Or \ 


a 


An awareness of his dependence and unsureness prompts the bravado 


act of the adolescent. 


Many parents and their children cannot, because of 
previous years of defective interrelationships, accom- 
plish these goals together. The parents become unwill- 
ing to relinquish their authority and constantly nag 
and boss. They are suspicious and untrusting and ra- 
tionalize their continued subjugation of the offspring 
with a series of episodes designed to prove that their 
adolescent is still a child. They need to hold on and 
on. If the adolescent has enough maturity, he may in- 
sist on a chance away from home. He may go to school 
thousands of miles away. He may sign up with the 
army. He may get married. 

In each of these instances, he finds he can have some 
independence from parental authority whether parents 
approve it or not. But now, he has to prove himself. 
Can he learn to function successfully and maturely on 
his own? Can he make progress with work, sex, mar- 
riage and mature responsibility ? If he is successful, he 
may maintain a friendly, letter-writing relationship 
with his parents, but the chances are that they will not 
become too close again, since neither pictures the con- 
tact as those of adults—always parent and child. There 
gets to be a time when the healthy youth will not settle 
for this. While parents and youngster will both miss 
something; it is the parents who will suffer most, es- 
pecially in their older age period. 

The physician handling the problems of emancipa- 
tion needs to evaluate the adolescent’s record in han- 
dling his own affairs. Are his aims, efforts, methods and 
emotions appropriate ? 
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If, after reasonable trials, the adolescent proves he 
is not ready for life away from home, some solution 
must be worked out where further security can be of. 
fered while appropriate efforts at maturing are carried 
out. In this effort, it is essential that both the parents 
and the adolescent agree and accept the solution, since 
at this stage the welfare of the adolescent is still a 
parental responsibility and dependency on the parents 
needs to be accepted by all. 

If the adolescent has an average American father, he 
has probably been told that father has worked hard 
and diligently with fewer advantages and much less 
cash. Father has provided opportunities and education 
which were not available to him. Now, in return for this 
better start, the adolescent is expected to rise to greater 
heights. 

In many instances the prospect of being as big as 
father is overwhelming. The drive for independence 
and success is then threatened by haunting voices about 
failure and the advantages of the happy, carefree child- 
hood. But this is normal, and the adolescent has to 
prove himself by his efforts. Sometimes the father can’t 
stand another strong, successful man in the same fam- 
ily. In this case, if the boy becomes intimidated, he 
settles for assisting someone else’s ambitious efforts. 
He loses his own goals, but gains the security given 
the obedient and faithful assistant. Perhaps later he 
gets ulcers as a part of his compromise. 


Vocation 


In our culture, the average red-blooded American 
youth has been fired-up with dreams of making a for- 
tune for himself. I am not sure whether my next state- 
ment may apply everywhere, but practically this mean- 
ing indicates working up the ladder in some big 
business. These ladders are usually long and often quite 
crowded and competitive. Less frequently, the youth 
may have the backing, ability and drive to begin his 
own small business. Some few may select the profes- 
sions. If his father owns a small business, it is probable 
that the son will not carry this on. The father-son re- 
lationships controlled by these “self-made” tyrants 
lead to separations as soon as the youth can arrange it. 

With the adolescent girl, vocation will be mainly 
aimed at marriage and having some babies. Our culture 
encourages, however, the preparation for some tem- 
porary job such as secretarial, nursing, teaching or 
career to tide things along. Nowadays, even after mar- 
riage, many wives continue their work for a while, to get 
things started financially and to keep busy till the 
baby arrives. 

When the adolescent girl postpones dating and 
avoids working toward marriage, she has rejected the 
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prerogatives of her female sexuality in having children, 
and she turns her back on basic human emotional and 
social opportunities. While many women make some 
success outside of marriage, it is at the expense of 
great inner frustration. A woman may postpone the 
idea of marriage until her thirties for one reason or 
another. This is often a rationalization which hides 
deep seated conflict. Also, the woman of 30 frequently 
finds it increasingly difficult at that age to find herself 
a husband. This is not so true of the male’s later search 
for a mate. 

It is probably a fact these days that education facili- 
tates the efforts of the ambitious. In the struggle up 
the ladder, the lack of schooling can be a great handi- 
cap. Everyone is familiar with the fact that educated 
people average a higher rate of income. The physician 
who is called upon to talk to the rebellious adolescent, 
who is going to quit school and go to work immediately, 
should offer a stable, steady and objective long-range 
point of view for consideration. To a 16-year-old, 50 
or 100 dollars may be a lot of money. Ten years later, 
the same money, with the diverse responsibilities of a 
home and a family, may not go so far. 

Some adolescents are railroaded into their work or 
profession. The mother, who literally works herself to 
pieces with personal sacrifice to advance her son or 
daughter, is frequently pictured as selfless and heroic. 
She may be. On the other hand, she may be exerting 
some subtle sadism which says, ‘See how I have been 
killing myself for you? You must do your part and re- 
pay me with tremendous success and a constant devo- 
tion such as I have shown you.” The child caught in this 
trap has two bad choices. He can rebel and deny that 
it is his role in life to be and do what mother wants, 
in which case society shakes its head and says in bitter 
words how ungrateful the child has been; or he can 
passively renounce his own ambitions and goals and 
accept those forced upon him. In either instance, the 
chances are that he will have to cope with a neurotic 
burden. 

A good many boys would like to follow in the foot- 
steps of their fathers. The father-son relationship is the 
key to whether this becomes a reality or not. When the 
father would like his boy to become a business colleague 
after years of ignoring, bullying and brow-beating, and 
the boy rejects the certain economic and social ad- 
vantages to start somewhere else, the father is simply 
reaping the reward of his previous actions, and little 
can be done about it. This does not mean that father 
and son can have no further adult relationship, but it 
may mean that it will have to be developed on an 
entirely new basis if it comes at all. 

With these problems, the physician will have to listen 
tomany conflicting facts, ideas, impulses and emotions. 


GP May 1955 








The teenage “dating” experiences may be difficult for the parents, too 


He will have to sort out and organize the pertinent. He 
will support the mature; attempt to resdlve the im- 
mature. He will try to rebuild a healthy relationship 
and give both parents and adolescent a working basis 
for progress. The adolescent will wish to be treated 
like an adult, although he will want it tacitly under- 
stood underneath that his own security is not yet 
proven. By this I mean to imply that he knows he is 
dependent and unsure of himself, but unless he puts 
on a bravado act to the contrary and needs to be 
brought down a peg or two, he would like the fact kept 
in mind, but not overemphasized. 

A simple formula for arriving at this understanding 
of the emancipation and work problem may be helpful. 
The optimal solution will involve the physician’s con- 
clusions in four main areas: (1) the adolescent’s ambi- 
tions and goals, (2) his potential, his abilities and 
capabilities, (3) his performances, and (4) his emotional 
equilibriums. 


““Sex”’ 


As we pass on to the problems of adolescent sexual- 
ity, the parents are a bit more concerned about their 
daughters. They fear losing the good family name and 
getting a bad reputation for their girls. They are prone 
to express their anxieties that their children are not to 
be trusted, that promiscuous behavior is impending and 
that serious consequences will be inevitable. The next 
step is unreasonable parental restriction. 
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Couples may avoid bloodshed with this method, but it rarely solves 


problems 


Parents would do well to realize that they have 
roughly about 15 or 18 years to influence their offspring 
in a sensible and reasonable direction. By the time the 
child reaches late adolescence, the parent can exert 
only a limited amount of control in the direct actions 
of his child. Except for his dependence on family money 
and other essentials, he can come and go and be his 
own boss to a great degree if he simply asserts himself. 
If the parents had more faith in their original efforts 
and the child’s basic sensible nature, they would handle 
these problems much better. Of course, some adoles- 
cents do mishandle their sexuality, but they are the 
exceptions and not the rule. The overinhibited are more 
common than the promiscuous. 

A specific conflict may arise when the mother over 
40 heads into her menopause at exactly the same time 
her adolescent daughter begins to blossom forth as an 
attractive, interesting woman. Mother may have to fight 
off tremendous impulses to relive her own life in her 
daughter’s. These women vicariously steal their daugh- 
ters’ experiences. They hover around jealously and 
watchfully, demanding reports of last night’s date in 
detail, and so forth. Soon the daughter has discovered 
that mother’s interest is not so altruistic and the girl 
herself gets tied up in conflict and fails to learn t6é 
handle her own heterosexual relationships. The solu- 
tion to this problem may involve therapy for mother 
and perhaps daughter if the mix-up is excessive. 

At the same time father may have his problems. The 
infectious excitement of the cute teen ager in her first 
dating experiences may stir up father too. Some fathers 
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become quite guilty and upset about it. Some yet sick, 
Others avoid the family with one excuse or another, 
Some seek extramarital affairs. Although it is a normal 
problem, father will be reluctant to discuss it unless 
sympathetic and understanding help is guaranteed. 

English and Pearson say that adolescent neuroses 
tend to have two peculiarities. They are either very 
stormy and there is great disorganization of the per- 
sonality or it tends to attack the character so that symp- 
toms appear in the social or vocational sphere. 

When the adolescent is worried by various problems 
and consumed with anxiety, he can have little available 
energy for the more or less arbitrary areas of learning 
in school. His attention, his thought and his school- 
room behavior all suffer. Another child may attempt 
to avoid his upsetting problems by burying himself in 
ambitious intellectual efforts. He forsakes all else. 
Meanwhile he is denying to himself and to others his 
serious inner concerns. Other times, school problems 
are the primary source of difficulty, and not merely 
the symptom. Naturally, the solution follows elucida- 
tion of the details of the source of the difficulty. 


Problems of Young Adulthood 


In the handling of young adults, the job becomes 
somewhat easier. The young adult usually comes with 
a better concept of his own problems and not because 
he is forced to, as is so often the case with the adoles- 
cent. The parents are less directly important since the 
young adult is taking more responsibility for his own 
welfare. The young adult is looking for a friendly ad- 
visor in the physician. He is a much more pleasant 
and predictable patient than the adolescent. Mainly he 
will be facing the same problems as the adolescent, but 
he will be further along with them. If he is single, his 
work, emancipation and sexual problems will be more 
definite. If he is married, the countless areas requiring 
adjustment between husband and wife will be brought 
for discussion. 

Those who have been deprived of childhood oppor- 
tunities and have been forced to go to work at an early 
age have a special problem. Because of their need for 
security, they become successes in their work. But they 
have little else without work. They are emotionally 
cold and suspicious in closer relationships with others. 
They keep their money and their emotions to them- 
selves. Since work is their whole life, they have few 
real satisfactions and little capacity or time for pleas- 
ures and fun. Sooner or later they become uncomfort- 
able and unhappy people who carry on, usually suf- 
fering with psychosomatic conditions. 

In another individual, work means prestige, powe! 
and luxury. These people are mainly interested in the 
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selfish returns from work. They dislike sweat and rou- 
tine effort. They frequently feel that progress and pro- 
motion is too slow. They exaggerate their abilities and 
their potentials. They want big results quickly and are 
apt to be angry, sullen, uncooperative and ineffectual 
when they are frustrated. They always blame someone 
else—the boss or the capitalistic system—and may 
change jobs frequently. These people often suffer with 
neuroses and tend toward the paranoid. 

Many men feel that they are doing enough when 
they work and bring home the money that runs the 
home. The man feels he is killing himself 40 hours a 
week for his family and that, having done this, he may 
come home, take off his shoes, prop up his feet and 
call for refreshment, services and gratitude from the 
wife and children. Wives always resent this attitude, 
because it depreciates their value to one of combination 
servant and mistress, and elevates the husband to ap- 
pear as a beneficent tyrant. Hostility and unhappiness 
follow as the husband and wife find themselves further 
apart. 

Another person buries himself in work and hides 
behind lofty idealizations. This is especially true of the 
so-called “‘intellectuals.”” These people are above the 
day-to-day struggles and the common problems. Thzy 
are compulsive and show a lofty and condescending 
front in their words and behavior. They defend against 
serious emotional problems which contain hostilities, 
fears of close relationships and many emotional inferi- 
orities and inadequacies. They reluctantly accept help 
but they become good patients once they get started. 

It takes quite a while before a person can learn to 
enjoy work for its own sake. Pleasure in one’s own 
constructive and creative abilities in work, business and 
love cannot be forthcoming until they subserve mature 
goals. There is no short cut to this; but its achieve- 
ment helps make life rewarding. 

From the girl’s side, the conflict between a career 
and marriage, with its problems of sexuality and child- 
bearing, may need some study. Many times women fail 
to see any desirable prerogatives in their opportunities 
for motherhood. They see a housewife’s role as drudg- 
ery and slavery without reward. Having a baby is a 
sacrifice with misery, pain and suffering to these women. 
Sometimes, it might really be better for all if these 
women never married or had children. Others may 
have success in a career for a while, before seeing wife- 
hood and motherhood in more positive terms. They all 
need an opportunity to talk and think about it. 

The problems of courtship and marriage are often 
associated with strain. New symptoms in the previously 
healthy person may appear. Decisions about choosing 
4 mate, sexuality, work and finances can no longer be 
postponed. Making the correct decisions and going 
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ahead always arouse some anxiety simply by the new- 
ness and uncertainty of it all. If the neurotic symp- 
toms overcome the pleasures and excitement normal 
to the courting and marriage periods, please study the 
situation before encouraging marriage, or if already 
married, pregnancy, as a therapeutic measure. Al- 
though doctors still make them, recommendations of 
marriage and pregnancy as cures for conflicts are rarely 


helpful. 


Thoughts on Psychotherapy 


The physician must become the patient’s sympa- 
thetic listener. He cannot belittle fears entrusted to 
him. Neither can he ignore them or brush them aside 
with remarks such as: “Go home and forget it;” or, 
‘Here, take this pill” (or “this shot’’). Pills and shots 
never solved any problem. If the problem is serious to 
the patient. the physician must find out how and why. 

All psychotherapy must preserve the self-respect of 
the patient. No one is sick or neurotic by his own 
choosing. The physician need not offer immediate ad- 
vice on each problem. He may wish to listen a while, 
think things over and talk again. 

In general, the patients need the setting and the 
opportunity to find healthy answers to their own prob- 
lems. If the physician can supply this opportunity with 
some objective assistance which hastens the goal, he 
will fulfill his professional undertakings as satisfactorily 
in the psychiatric sphere as he already does in the 
organic sphere. 
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The Hand in Liver Disease 


BY ROBERT J. GILSTON, M.D. 


palmar erythema. 
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Figure 1. Arterial spider on the ulnar aspect of the hand. Notice the 


SINCE it is readily available—that is, uncovered and 
mobile—the hand is chosen to demonstrate generalized 
as well as local changes. This is true in patients with 
liver disease. Here such widespread changes as jaun- 
dice, edema, purpura, pallor, melanosis, arterial spiders, 
cyanosis and delicate, superficial telangiectasia (paper- 
money skin) are also seen in the hand. The hand has 
special value in these patients in showing “flapping 
tremor,” carpopedal spasm, clubbing, pellagrous der- 
matitis, nail changes, palmar erythema, arthralgia, 
neuritis and coarse tremor. 

The arterial spider, palmar erythema and the “tlap- 
ping tremor” are especially significant of liver disease, 

The spider angioma has a red, elevated body from 
which multiple legs extend peripherally. On palpation, 
both pulsation and heat may be discerned. The system, 
which blanches when discrete pressure is made over 
the center, refills from the center when the pressure is 
removed. It is unusual to see arterial spiders below the 
diaphragm. In liver disease they occur on the hand 
(Figure 1), but they are more common from the thorax 
up. In pregnancy and nutritional deficit they are more 
frequent on the hands. 

Arterial spiders may appear and disappear rapidly. 
Their appearance should direct the examiner’s atten- 
tion to signs of portal hypertension such as a poly- 
gonal collateral venous pattern over the flanks, or 
esophageal varices. The latter may be demonstrated on 





Figure 2. Esophageal varices demonstrated on barium swallow. 
This patient bled, and was controlled with an esophageal halloon 
until a portocaval shunt could be done. 
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xray (Figure 2), or by direct visualization. Recently 
the close association of arterial spiders and esophageal 
varices has been stressed. 

In shock the spider may disappear, only to reappear 
when normal hemodynamics are reestablished—a point 
to remember in evaluating the patient in shock from 
gastrointestinal bleeding. 

The appellation, “liver palms,” points up the 
association between liver disease and palmar erythema. 
In spite of this, these changes are seen often in rheu- 
matoid arthritis and in pregnancy. The entire palm 
may be involved in a mottled, red blush, but more 
commonly the changes are restricted to the thenar and 
hypothenar eminences, the finger pads and the periun- 
gual areas (Figure 1). The erythematous skin is warm, 
and demarcated sharply from the adjacent normal skin. 
Sometimes a plantar blush occurs. 

A peculiar “flapping tremor” of the hand may 
herald hepatic coma. The administration of excess 
nitrogenous substances, including dietary protein, to 
patients with severe liver disease can trigger both the 
tremor, and subsequent hepatic coma—another point 
to remember. The tremor does not occur at rest but, 
when the arms are extended, there is a relatively slow, 
coarse, flailing flexion-extension tremor at the proximal 
knuckles and wrists (Figure 3). It is an ominous sign. 

These simple signs are of more than passing interest : 
they should alert one to the possibility of an impend- 
ing hemodynamic or metabolic catastrophe. 


Figure 3. The “flapping tremor” in prehepatic coma. 
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Hirsutism 





The reason for hirsutism can usually be ascertained 

by close attention to the patient’s history and examination 

and with a few special tests. In particular, hirsutism is a sign 
that should alert the physician to search for an associated serious 
endocrine disturbance that needs correction. It 1s disappointing that, 
although the associated endocrinopathy may be corrected, 

the hirsutism in many cases 1s not affected. Most cases of hirsutism 
are of the idiopathic variety for which there is no good treatment 


except manual removal of the hair. 


BY K. R. CRISPELL, M.D., WILLIAM PARSON, M.D., GUY F. HOLLIFIELD, M.D., 
W. N. THORNTON, JR., M.D. AND EDWARD P. CAWLEY, M.D. 


Departments of Internal Medicine, Obstetrics and Gynecology, and Dermatology, University of Virginia School of Medicine 


Charlottesville, Virginia 


THE PROBLEM of the woman with hirsutism, in our 
experience, can best be approached by attempting to 
arbitrarily place her into one of three categories: 
hirsutism with virilism, hirsutism with a nonvirilizing 
endocrine disorder, and hirsutism with no recognizable 
endocrine disorder. 

The history and physical examination will usually 
place the patient in one of the above categories. The 
main points in the history which should suggest the 
first two categories (hirsutism associated with a recog- 
nizable endocrine disorder) are: 

1. A definite change in the menstrual pattern. 

2. An increase in the rate of growth of the excess 
hair. 

3. A change in character of the hair from a fine to a 
rather coarse texture. 

4. A change in normal distribution to a male type 
including hair around the areola. 

5. A deepening or hoarseness of the voice. 

6. A decrease in breast size. 

On the other hand, a strong family history of hirsut- 
ism suggests that no endocrine basis for the abnormal- 
ity will be discovered. 

The physical examination may be of considerable 
help. The most important physical finding suggesting 
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an associated endocrine disorder is an enlarged clitoris. 
Other findings that may be helpful are: 

1. A male habitus with large muscles. 

2. Acne of the face and trunk. 

3. Frontal baldness. 

4. A definite pelvic or suprarenal mass. 

5. An enlarged or prominent larynx. 

A series of cases of hirsutism will be presented and 
the main features of the history and physical examina- 
tion which alerted us to do further studies will be 
stressed. It will be obvious that the adrenal and ovary 
were most often the site of disease, and rarely the 
pituitary. 

The x-ray studies in these cases included: a skull 
plate to visualize the sella turcica and an intravenous 
pyelogram to attempt to demonstrate an adrenal mass. 
It should be emphasized that a negative I.V.P. does 
not rule out the presence of an adrenal mass. Perirenal 
and periaortic air insufflations are used in some clinics 
but we have had no personal experience in their use. 
The information which may be obtained would not 
appear to warrant the risk encountered in this proce- 
dure. 

The laboratory studies included urinary 17-keto- 
steroids and gonadotrophins. It might be stressed here 
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that the 17-ketosteroids are commonly but not in- 
variably elevated in those cases of hirsutism with virilism 
due to adrenal dysfunction, and normal in those due to 
ovarian pathology. It is possible that the determination 
of pregnanetriol or dehydroepiandrosterone in the 
urine may prove to be very useful determinations but 
they are not in routine use at the present time. 


Hirsutism with Virilism 


|. ADRENOGENITAL SYNDROME Dur ‘ro HYPERPLASIA 
OccURRING BEFORE PUBERTY 


History. B. T., a 19-year-old single white woman, 
irst noticed the onset of hirsutism at the age of 13. The 
excessive hair growth involved the face, chest, abdomen 
and extermities. It was pertinent that she had always 
been the “largest and strongest” girl in her class. She 
had failed to develop breast tissue, and had not had the 
onset of menstruation. Her family stated that her voice 
had been hoarse since the age of 8. 

In the past two years, she had become very retiring, 
lad never had any dates, and tended to stay by her- 
elf. 

There was no family history of hirsutism or known 
endocrine disease. 

Physical Examination. This was a well-developed 
woman with masculine habitus and facial features 
(Figure 1). Excessive hair was present over the chin 
and upper lip (Figure 2), lower part of abdomen, all 
four extremities and areolae of both breasts. Breast 
issue was not present. Abdominal examination was 
negative. Pelvic examination revealed small labiae, 
the clitoris was definitely enlarged (1.5 cm. long and 
1.0 cm. in diameter), urethral opening was normal, the 
corpus and ovaries could not be felt, and the cervix 
was definitely small. The muscles of the extremities 
were well developed and there was mild facial acne. 

X-ray. Skull: negative. I.V.P.: no evidence of dis- 
placement of kidneys due to adrenal mass. 

Laboratory. The 17-ketosteroids were 42, 54 and 67 
mg./ 24 hours on three successive days. (Normal is 
5 to 15 mg./ 24 hours). 

Comments. Husky voice, big muscles, amenorrhea, 
hilure of breast development, facial acne and enlarged 
ditoris made the diagnosis hirsutism with virilism. 
The elevated 17-ketosteroids, normal I.V.P. and lack 
of pelvic findings suggested hyperadrenocorticism 
ladrenogenital syndrome). 

The patient was started on cortisone, 100 mg. twice 
aily, and the 17-ketosteroids fell to normal range by 
the fifth day. According to Jailer, this is consistent 
with adrenal hyperplasia rather than tumor. She was 
therefore maintained on cortisone, 50 mg. daily by 


nouth. Three months after starting therapy, she had 
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Figure 1. (B.7.) Adrenogenital syndrome. 





Figure 2. (B. 7.) Adrenogenital syndrome. 











her first menstrual period. Two years after initiation of 
therapy, her physician reported by letter that she was 
being maintained on cortisone therapy with good re- 
sults. The menstrual periods were normal, but there 
had been but slight decrease in the hirsutism. 


II. ADRENOGENITAL SYNDROME Due TO HYPERPLASIA 
OccurRRING AFTER PUBERTY 


History. J. D., a 20-year-old white woman, was in 
good health until the age of 17. At this time she first 
noticed some “fuzz” on her chin. The amount of hair 
on her face, abdomen and extremities had increased 
markedly in the past three years so that she had to 
shave the chin about every two weeks. In the past year, 
she had gained 20 pounds, most of which she felt was 
muscle and not fat. There was no change in her voice; 
strength was excellent, and she felt that there had 
been a decrease in breast tissue (enough to require a 
smaller size bra). Menarche occurred at age 13 with 
normal periods until 18 months before admission when 
she had the onset of irregular periods, and she had 
gone as long as six months without a period. Prior to 
her admission, she had not menstruated for three 
months. 

Physwal Examination. This was a well-developed 
muscular woman with excessive hair growth over the 
face, especially the chin and preaural area (Figure 3). 
There was no definite facial acne. Hair over the abdo- 
men was of male distribution, and there was excessive 
hair on all four extremities. Abdominal examination 


Figure 3. (left and center). (J.D.) Adrenogenital syndrome—full 
face and lateral showing beard and marked growth of preaural 
hair. 


was negative. Pelvic examination revealed moderate 
enlargement of the clitoris, corpus was smail, both 
ovaries palpable and not enlarged. Breasts were small 
to moderate size. 

X-rays. Skull: negative. I.V.P.: no evidence of 
adrenal mass displacing the kidneys. 

Laboratory. The 17-ketosteroids were 48 and 60 
mg./24 hours on two separate occasions. 

Comments. A presumptive diagnosis of hirsutism 
plus virilism due to adrenal dysfunction was made on 
the basis of irregular menses, big muscles, enlarged 
clitoris, normal pelvic examination and elevated 17- 
ketosteroids. Cortisone was not available when this 
patient was seen, so adrenal exploration was carried 
out to rule out tumor. At exploration, enlarged adre- 
nals were found, and Dr. Samuel Vest of the Depart- 
ment of Urology removed approximately one-half of 
each adrenal. The pathologic diagnosis was hyperplasia 
of the reticular zone. 

Three months after operation the 24-hour keto- 
steroid excretion had fallen to a normal level of 14 mg., 
a normal menstrual period had occurred and she 
looked “more feminine.” She has been followed over a 
five-year period and there has been a decrease in the 
hirsutism, but it has not entirely disappeared (Figur 
4), periods have remained normal, she has maintained 
her feminine appearance, and the 17-ketosteroids have 
remained within normal limits. 

In this case, partial adrenalectomy has been suc- 
cessful but it is probable that cortisone would be the 


Figure 4 (right). (J.D.) Adrenogenital syndrome—three years after 
adrenal resection, with decrease in hair and return of femmm 
features. 
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treatment of choice at the present time in view of the 
fact that subtotal adrenal resection rarely is curative. 


[I]. ADRENOGENITAL SYNDROME DvuE TO BENIGN 
AprenAL TUMOR 


History. Mrs. J. W., age 29, had normal menarche 
with regular periods beginning at age 12. At age 18 she 
developed menorrhagia and became amenorrheic at 21 
years. She was married at age 24, and made a good ad- 
justment, with normal libido. At age 25 she noted en- 


largement of the clitoris, progressive hirsutism of face, 
extremities and chest. She had to shave daily, tired 
easily, had no libido and noted onset of acne and front- 
al baldness. 

Physical Examination. The weight was 117 pounds, 
blood pressure 110/80. There were male musculature, 
a deep voice, male distribution of pubic hair, general- 
wed hirsutism (Figure 5). The clitoris was 14% inches 
long (Figure 6). There were atrophic changes of the 
labiae. The uterus and ovaries were small. There were 
small breasts, acne. fullness of left flank. 

X-ray. 1.V.P.: ptosis left kidney, lower pole tipped 
toward midline, questionable mass above left kidney 
(Figure 7). 

Laboratory: The 17-ketosteroids were 600.8 mg./24 
hours. 

Comment. The hirsutism and virilism, with markedly 
elevated 17-ketosteroids and x-ray evidence suggesting 
an adrenal mass, made the diagnosis, and the plan of 
attack quite simple. The only question preoperatively 


Figure 5 (left). (J.W.) Adrenogenital syndrome—showing excessive 
hair over chin and neck. 
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was whether the mass was benign or malignant. A 
large left adrenal tumor was removed on December 7, 
1946. She was seen two years later and had normal 
menses; the pelvic examination was normal, and there 
was a decrease in hirsutism over the chest and ex- 
tremities. Hirsutism of the face was still present but 
possibly slightly decreased. The ketosteroids were 11.7 
mg./24 hours. 

This was a typical case of adrenogenital syndrome 
with hirsutism and virilization due to a benign adrenal 
tumor. Following operation, some hirsutism persisted 
although virilization decreased. Five years after opera- 
tion she delivered a normal baby. 


IV. OvariIAN MASCULINIZING TUMOR 


History. J. R., a 34-year-old married white woman, 
first noticed increased growth of hair on her cheeks 
and chin at the age of 8 concomitantly with the onset 
of menstruation. The periods occurred every two weeks 
and lasted one week with a heavy flow. The patient 
weighed 128 pounds at this time, and 11 years later at 
the age of 18 she weighed 200 pounds, she was shaving 
daily, and her periods were irregular, occurring every 
two to three months. Her voice had always been husky. 
There was no family history of hirsutism. In 1945 at 
the age of 27 she was found to have asymptomatic 
elevation of her blood pressure. In 1953, one year be- 
fore admission, she had an illness diagnosed as acute 
glomerulonephritis. 

She had married in 1942 and stated that libido was 


Figure 6 (center). (J.W.) Adrenogenital syndrome 
of clitoris. 

Figure 7 (right). (J.W.) Adrenogenital syndrome—I.V.P. demon- 
strating ptosis of left kidney due to displacement by adrenal tumor. 
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Figure 8. (J.R.) Virilism due to ovarian tumor plus obesity. 


Figure 9 (below, left). (J.R.) Virilism—ovarian tumor—showing 
marked facial hirsutism. 


Figure 10 (center) (J.R.) Virilism—ovarian tumor—enlarged cli- 
torts. 


normal and intercourse satisfactory. She had jot be. 
come pregnant even though contraceptives had not 
been used. 

Physical Examination. This obese woman weighed 
248 pounds, with definite masculine features (Figure 8), 
Blood pressure was 180/110. There was excessive 
coarse hair over chin, upper lip (Figure 9), all four ex- 
tremities and abdomen. There was hyperpigmentation 
of the skin of the lower abdominal wall and genital 
area. The breasts were small but definite glandular tis- 


sue was present. The clitoris was definitely enlarged, 


measuring 3 cm. in length and approximately | cm. in 
diameter (Figure 10). Pelvic examination revealed a 
normal-sized corpus and cervix, the right ovary was 
cystic, enlarged and estimated to measure 4x4x3 cm. 
The left ovary was not palpable. 

X-rays. Skull: negative. Retrograde pyelograms 
showed no displacement of kidneys by adrenal masses, 
Chest: normal lung fields and no gross cardiac en- 
largement. 

Laboratory. The 17-ketosteroids were 12.6 and 14.5 
mg./24 hours on two occasions. Urinalysis revealed a 
specific gravity of 1.024, 3+ albumin, innumerable red 
blood cells and occasional granular casts. Blood urea 
nitrogen was 20 mg., fasting blood sugar 105 mg. 
A Regitine test was done, with negative results. 

Comment. A diagnosis of chronic glomerulonephritis 
and hirsutism with virilism was made. The history of 
early onset of the hirsutism (age 8) suggested adrenal 
dysfunction as the etiology. However, the normal level 
of 17-ketosteroids and the pelvic finding of an enlarged 


Figure 11 (right). (M.1.) Virilism due to ovarian tumor, demon- 
strating coarse features and excessive facial hair. (Patient had 
shaved one week before this picture was taken.) 
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ovary was more diagnostic of an ovarian tumor pro- 
ducing hirsutism and virilism. On this basis, a pos- 
terior colpotomy was carried out and a right ovarian 
tumor was removed. The pathologic diagnosis was 
arrhenoblastoma. 

It is interesting that she had apparently had a mas- 
culinizing ovarian tumor for approximately 26 years. 
She had been able to attract and marry a man and have 
normal sexual relations despite this situation. 

The patient was seen in follow up 14 months after 
operation, with very little change in any of the symp- 
toms. She thought perhaps she could shave less often, 
but there was no objective change in the hirsutism. 
She had resumed normal cyclic menstrual bleeding. 

It should be brought out that symptoms of arrheno- 
blastoma of the ovary may cover a wide spectrum. Case 
VIII in this series presented with progressive hirsutism 
and amenorrhea with no evidence of virilism. 

It has recently been emphasized that arrhenoblasto- 
ma may be confused pathologically with a Leydig cell 
tumor of the ovary. The latter may be a more common 
cause of virilism than the arrhenoblastoma. 


V. OvaRIAN MASCULINIZING TUMOR OF SHORT DuRa- 
TION 


History. Mrs. M. I., a 36-year-old white married 
housewife was seen complaining of increasing huskiness 
of her voice for the past eight months, frequently mis- 


taken for a male over the telephone for several months. 
About the time she noted the change in her voice, she 
developed acne over shoulders and face. Three months 


Figure 12. (M.I.) Virilism—ovarian tumor—enlarged clitoris. 
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prior to onset of present symptoms, the patient be- 
came pregnant and noted increase in facial hair par- 
ticularly marked on the upper lip and chin. Concur- 
rently she began to lose hair from the fronto-parietal 
areas. During the twenty-eighth week of pregnancy, 
the patient was found to have hypertension and albu- 
minuria, which was treated in the usual fashion. The 
patient delivered a term stillborn infant and since de- 
livery had noted slight increase in depth of voice, some 
decrease in acne. There was amenorrhea since delivery 
two months prior to admission. 

Physical Examination. Blood pressure was 130/90. 
She was well developed, with masculine musculature 
and face. There was moderately heavy beard over the 
chin and upper lip (Figure 11). The breasts were small, 
and milk could be expressed from the nipples. There 
was moderate acne of face and shoulders. The clitoris 
was definitely enlarged (Figure 12). Pelvic examina- 
tion revealed the right ovary to be firm, irregular, and 
measuring 4x4x0.5 cm. The left ovary was normal. 
There was a small uterine fibroid. 

X-ray. 1.V.P.: no evidence of mass displacing the 
kidney. 

Laboratory. The 17-ketosteroids were 9.0 and 10.5 
mg./24 hours on two occasions. 

Comment. The patient had marked hirsutism associ- 
ated with virilism. The 17-ketosteroids were normal, 
I.V.P. was normal, and there was a mass in the pelvis. 
A diagnosis of hirsutism due to masculinizing tumor 
of the right ovary was made. The patient was explored 
and a solid tumor (Figure 13) was removed as well as 


Figure 13. Ovarian tumor removed from patient M.I. 














a small fibroid of the uterus. Pathology of the tumor 
is not yet classified. It is interesting that this patient 
became pregnant during the time she was becoming 
virilized. 

A follow-up one year later revealed clearing of acne, 
normal menses for the past ten months, hair of scalp 
thicker and no evidence of frontal baldness. There was 
decreased hair on the face and that remaining was of 
fine texture. She still had slight enlargement of the 
clitoris, but an otherwise normal pelvis. The patient 
had considerable emotional reaction to her illness and 
is still disturbed. Two years after operation she had a 
normal pregnancy with the delivery of a normal child. 
Hirsutism is still present but definitely decreased. 


VI. Exocenous ANDROGEN-INDUCED HIRSUTISM WITH 
MILD VIRILISM 


History. Mrs. L. P., a 32-year-old white housewife, 
was admitted to the hospital complaining of prolonged 
and excessive menstrual bleeding since menarche at 
the age of 12 years. At age 26 she had the right ovary 
and part of the left ovary removed, with fairly normal 
menses for three years. Then menses again became fre- 
quent, prolonged and profuse. Eighteen months previ- 
ous to admission, the patient was started on sublingual 
tablets and occasional “‘shots,”’ with some relief of ex- 
cessive menstrual bleeding. 

For the past year, the patient had noted increasing 
hair on the upper lip, cheeks and chin, as well as loss 
of hair from the fronto-parietal areas. She also noted 
increasing muscular strength, deepening of voice in 
the past year and loss of libido. 

Physical Examination. Blood pressure was 110/65, 
weight 154 pounds. She was an obese heavily muscled 
white woman with moderate fronto-parietal baldness. 
There was heavy coarse hair on the cheeks, chin and 
upper lip, and dark hair over areas of the legs. The 
clitoris was not enlarged, and the breasts were normal. 
Pelvic examination revealed the vagina, uterus and cer- 
vix to be normal. The ovaries could not be felt. 

X-ray. 1.V.P.: normal, with no evidence of adrenal 
mass. Skull: normal. 

Laboratory. The 17-ketosteroids were 14.5 mg./24 
hours. Endometrial biopsy revealed proliferative endo- 
metrium. 

Comment. The sublingual tablets and “shots” proved 
to be androgens. The patient had had over 1,300 mg. 
of androgens in an 18-month period, starting with 
small doses and increasing in the last six months of 
therapy. Twenty-six months after androgen therapy 
was stopped, the patient’s libido had returned, her 
breasts had enlarged, her frontal baldness was con- 
siderably improved, her voice was normal or nearly so. 
However, the increased hair on the face was still pres- 
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ent but not so coarse as formerly, and the iate of 
growth seemed slower. 

This patient represents the unfortunate resuii of ir- 
rational use of androgens. It is also interesting but dis- 
turbing that the hirsutism did not completely disappear 
even though administration of androgens was <iscon- 
tinued. It should make one pause before administering 
androgens to any woman for any purpose. 


Hirsutism Plus Nonvirilizing Endocrinopathies 


VII. Braterat Potycystic Ovaries (PALE Ovary 
SYNDROME) 


History. Miss P. C., a 19-year-old white woman, had 
noticed the development of breast tissue and pubic and 
axillary hair at the age of 11. She menstruated two 
times while age 13 and had not menstruated since. At 
about the age of 14, she noticed an increase in facial, 
axillary, arm, leg and abdominal hair. It had gradually 
increased, especially on the chin and sideburn areas, 
so that it was necessary to shave every three days at 
the time of admission. She had noticed no change in 
her voice, strength or muscular mass. There was no 
family history of hirsutism. 

Physical Examination. This tall, well-developed white 
woman was 5’ 10144” tall, weighing 173% pounds. Ex- 
amination revealed excessive hair growth on the chin, 
upper lip and preaural areas. There was also increased 
hair growth on the legs, arms, chest and abdomen. 
The breasts were of normal size, and abdominal ex- 
amination was negative. Pelvic examination revealed 
normal-sized clitoris and corpus; no definite ovarian 
tissue could be palpated. 

X-rays. Skull: normal. 1.V.P.: no evidence of renal 
displacement on either side. 

Laboratory. The 17-ketosteroids were 14.5 and 13.6 
mg./24 hours on two occasions. 

Comment. This patient had hirsutism and amenor- 
rhea with no evidence of virilism except that she was 
tall and heavy muscled. This plus normal 17-ketoste- 
roids suggested ovarian dysfunction. In order to rule 
out ovarian tumor, a posterior colpotomy was carried 
out. At operation, both ovaries were enlarged, the cap- 
sules appeared thickened, and there were numerous 
small 5 to 6 mm. cysts scattered over the surfaces of 
both ovaries. A wedge resection was done on both 
ovaries. The pathologic diagnosis was polycystic ovary, 
bilateral. 

A follow-up letter from her family physician 14 
months later stated that her menstrual periods had 
started one month after operation and had continued 
to be normal to date. The patient felt that the hir- 
sutism, although still present, had decreased in amount 
and rate of growth. 
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This syndrome first described by Stein and Leven- 
thal is now being recognized as a definite clinical and 
pathologic entity. It is primarily characterized by amen- 
orrhea and sterility, with 50 to 70 per cent of the pa- 
tients having hirsutism. Hormonal therapy has been 
uniformly unsuccessful, and surgical treatment is indi- 
cated. The good result obtained in our case is not 
uniformly obtained. 


VIII. ARRHENOBLASTOMA OF THE OVARY WITH 
HIRSUTISM 

History. Mrs. L. W., age 29, was seen August, 1953, 
complaining of increasing growth of hair in the pre- 
aural area for several months. The patient had her first 
pregnancy in 1947; this was complicated by severe 
toxemia, but she delivered a normal child in May, 1947. 
Menses recurred in July, 1947, but were irregular with 
occasional missed periods until March, 1951, when they 
were then regular until March, 1952, and she had had 
no periods since that time. The patient had noted no 
change in muscles, strength, breasts or voice. Libido 
was reported as increased in the past year. The patient 
had had slightly more than the normal amount of hair 
on the upper lip. One sister had considerable hirsutism 
of the face. 

Physical Examination. Blood pressure was 154/104, 
weight 150 pounds. There was slight frontal baldness. 
Hypertrichiosis was noted over upper lips and pre- 
aural areas. The hair over pubis extended to the um- 
bilicus and was coarse, and there was a moderate 
amount of hair on the chest. Breasts were normal. Pel- 
vic examination revealed a normal clitoris, the right 
ovary was thought to be 3x3x4 cm. and fairly firm. 

X-ray. 1.V.P.: normal with no evidence of kidney 
displacement. Skull: negative. 

Laboratory. The 17 ketosteroids were 13 and 16.5 
mg./24 hours; gonadotrophins normal. 

Comment. In view of normal 17-ketosteroids, lack 
of clear-cut history and findings of virilization, the 
patient was followed. She returned for examination 
eight months later in May, 1953. The hair on the face 
had increased to the extent the patient had to shave 
several times weekly, and there was a definite increase 
in hair on the chest. She noticed baldness of the tem- 
poroparietal regions. Because of the increase in hir- 
sutism and irregular periods, an exploratory laparoto- 
my was performed, and the right ovary which con- 
tained a 4x3x4 cm. firm mass was removed. The 
pathology report was arrhenoblastoma of the ovary. 
The patient developed chicken pox postoperatively. 
Two years later she was seen in follow up and had no 
fronta! baldness, had definite decrease in hair on 
cheeks, upper lip and chest; the examination was 
otherwise negative. Menstrual periods were normal. 
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Figure 14a (left). (S.D.) Three years before the onset of Cushing’s 
syndrome. 
Figure 14b (right). (S.D.) “Full blown” Cushing’s syndrome. 


Figure 15a (/eft). (S.D.) Six months after pituitary irradiation. 
Figure 15b (right). (S.D.) Three and one-half years after pituitary 
irradiation. 


IX. CusHinc’s SYNDROME DvuE To ADRENAL HypeEr- 
PLASIA 


History. Mrs. S. D., a 19-year-old white woman first 
noticed excessive facial hair one year before admission. 
She also had noticed that her complexion was “rough” | 
and that she was gaining weight. The hair on her face | 
gradually increased during the year, she gained 23 
pounds in weight, and became gradually weaker until 
on admission she was extremely weak. Six weeks before 
admission, purple striae appeared on the abdomen, 
and she had noticed polyuria and polydypsia. She 


89 





had been troubled with back pain for three years; 
this had been much worse in the past three months. 
Her periods had always been irregular, and there had 
been no recent change. Libido was said to be normal. 

Physical Examination. The patient was noted to 
have a definite “moon face” and a “Buffalo hump” in 
the cervical area. There was excessive hair on the face, 
arms, legs, lower part of back and abdomen. An acne- 
form rash was present on the face and anterior chest 
wall. The skin was very “thin,” and purplish striae 
were present over the abdomen and upper portion of 
the thighs (Figure 14, on preceding page). 

Blood pressure was 160/110, weight 163 pounds, 
pulse and respirations normal. Pelvic examination 
revealed a normal clitoris, normal-sized corpus and 
ovaries. 

X-rays. Skull: negative. 1.V.P.: no evidence of renal 
displacement due to adrenal masses. Spine: no evi- 
dence of osteoporosis. 

Laboratory. The 17-ketosteroids were 17 and 24 
mg./24 hours. Glucose tolerance revealed a diabetic 
type of curve. Serum calcium was 12.2 mg.; serum 
chlorides, 91 mEq./liter; COz combining power, 29.8 
mEq./liter; blood urea nitrogen, 20 mg.; total eosino- 
phil count, 19. 

Comments. A diagnosis of Cushing’s syndrome due 
to hyperadrenocorticism was made on the basis of 
weakness, hirsutism, moon face, thin skin, hyperten- 
sion, diabetes, purple striae and slight elevation of 
17-ketosteroids. There was no evidence of virilizing 
syndrome, as the clitoris was normal and muscular 
mass was actually decreased. 

The patient was given x-ray therapy to the pituitary 
because it was felt that her conditon was due to adrenal 
hyperplasia rather than tumor. If she had not re- 
sponded to x-ray, adrenal exploration would have 
been undertaken to rule out a tumor, and if no tumor 
was found. to carry out subtotal adrenal resection. 
Three months after therapy she started to improve 
and, when seen in final check-up three and a half 
years later, was perfectly normal as far as could be 
determined (Figure 15, on preceding page). The blood 
pressure was normal, all laboratory studies were nor- 
mal, and the patient was able to work 12 hours a day 
in a factory plus do her own housework. The hirsutism 
had markedly decreased, and there were only a few 
extra hairs on her chin. 


Hirsutism with No Recognizable Endocrine Disorder 
X. Hirsutism 


History. Mrs. M. S., a 32-year-old colored woman, 
was referred to our clinic for evaluation of hirsutism. 
The patient first noticed increase in hair growth on the 
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Figure 16. (M.S.) Idiopathic hirsutism most marked on face and 
neck. 


chin, chest and legs at the age of 16. Menarche was 
at the age of 14, with irregular periods since that time 
and one pregnancy with a full-term delivery of a still- 
born. There had been no change in the voice, general 
strength or breast size. The hair on the chin had 
gradually increased during the 16-year period, so that 
she now shaved every two to three days. A paternal 
aunt was known to have definite hirsutism. 

Physical Examination. The patient was a well- 
developed colored female with excessive hair over the 
chin, preaural area, chest, arms and legs (Figure 16). 
The pubic hair was of male distribution. Blood pres- 
sure was normal, and the patient weighed 135 pounds. 
Pelvic examination was normal, including a normal- 
sized clitoris. The breasts were normal, there was no 
frontal baldness, and no acne was noted. 

Comment. This patient had no signs or symptoms 
of virilism or of a nonvirilizing endocrine disorder. 
In view of this and a definite family history, no further 
diagnostic studies were carried out. The patient was 
seen in follow up four years later, and there had 
been no change in the degree or character of the 
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excess hair and no new symptoms. She had delivered 
three normal children since last seen in our clinic. 

This type of patient does not need extensive study, 
but it is advisable to see them at least once a year to 
make sure there has been no change in their hirsutism 
and to i.., “"e as to new signs or symptoms. 


XI. Hirsutism, Opestry AND [RREGULAR MENSES 


History. Mrs. E. S., a 21-year-old obese white woman, 
was referred for evaluation of hirsutism and irregular 
menses. 

The menarche was at the age of 10 years, with 
periods always being irregular, lasting from five to 20 
days anc occurring from 30 to 90 days apart. Three 
years before admission, the patient had the normal 
spontaneous delivery of a living male infant. Her peri- 
ods continued to be irregular post-partum, and the 
last period was 18 months before admission. 

The patient had been gaining weight steadily for the 
past six years and especially in the last three years 
when she had gained 50 pounds. There had been no 
weakness, polyuria, back pain, change in voice or 
decrease in breast size. 

Excessive hair had been first noticed six years prior 
to admission, and she was quite definite that it had 
increased during her pregnancy three years previously. 
There was no family history of hirsutism. 

Physical Examination. The patient was extremely 
obese, weighing 221 pounds. Blood pressure was 
130/70. Excessive hair was present over the chin, upper 
lip, preaural area and arms and legs. The pubic 
hair was of male distribution, and there was no frontal 
baldness. The abdomen was pendulous and several 
white striae were noted. Pelvic examination was nor- 
mal, including a normal-sized clitoris. 

Laboratory. A five-hour glucose tolerance curve was 
normal, and 17-ketosteroids were 11 mg./24 hours 
(within normal limits). 

X-rays. Skull, lumbosacral spine, and I.V.P.: all 
normal. 

Comment. This type of patient is the most frus- 
rating and one of the types most commonly seen. 
This patient does not have Cushing’s syndrome as 
she lacks the classical symptoms as demonstrated by 
Case IX. There are no other signs of virilism other 
than hirsutism; the 17-ketosteroids are within normal 
limits, and pelvic examination reveals no ovarian 
masses. We are then left with the triad of obesity, 
irregular menses and hirsutism for which at the pres- 
tnt no endocrine abnormality can be demonstrated. 

It should be mentioned that obesity per se is a com- 
mon cause of menstrual disorders. We therefore rec- 
ommended a weight-reducing regimen and asked the 
patient to see us each year for follow-up examination. 
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XII. Hirsutism Assocrarep with Diaperes MELLITUS 


History. A. K., a 66-year-old married colored woman, 
stated that she has had excess hair on her chin, upper 
lip and preaural area “‘as long as she can remember.” 
At the age of 56, a diagnosis of diabetes mellitus was 
established, and the patient has been on insulin since 
that time. She was quite definite that there had been 
no increase in the hirsutism with the onset of diabetes. 
She had been shaving the hair on her chin for approxi- 
mately 25 years. There had been no change in 
strength, muscle mass, voice or breasts. The men- 
strual periods had been normal, she had two living 
children, and menopause was at age 43 and was 
uneventful. There was no family history of hirsutism. 

Physical Examination. A thin well-preserved colored 
woman with excessive hair on chin, upper lip and pre- 
aural area (Figure 17). The pubic hair was of female 
distribution. Pelvic examination was normal, including 
a normal-sized clitoris. The voice was not husky, and 
there was no evidence of increased muscular mass. 

Laboratory. The 17-ketosteroids were 10.5 mg./24 
hr. 

Comments. This patient had no evidence of virilism 
and had noted hirsutism for at least 40 years. She 
had a normal menstrual history and two normal preg- 
nancies. This suggests idiopathic hirsutism associated 
with diabetes mellitus, and no further diagnostic 
studies are indicated. 
of diabetes and _ hirsutism 
originally thought to be a definite entity and was 


The association was 


known as the Achard-Thiers syndrome. Most ob- 







































Figure 17. (A.K.) Idiopathic hirsutism associated with diabetes 
mellitus. 
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servers feel now that the two situations occur to- 
gether because both are common in women, and not 
that it represents a distinct entity. As brought out 
by Case IX, diabetes and hirsutism may occur as part 
of the picture of Cushing’s syndrome, in which in- 
stance there will be other signs and symptoms. 


Discussion 


We would like to emphasize again that hirsutism was 
usually the complaint that brought these patients to a 
physician. The second most common complaint was 
irregular menses. An attempt has been made to stress 
the points in the history and physical examination 
which should alert one to suspect an associated endo- 
crine dysfunction which is harmful to the patient 
and needs correction. It does not follow that correction 
of the underlying endocrine abnormality will cure 
the hirsutism, rather that a serious disorder has been 
remedied. In fact one should never promise the pa- 
tient that the hirsutism will be cured, because it can 
be seen that many of these patients remained hirsute 
after the underlying abnormality was corrected. 

Bissei and Williams, in their excellent review, have 
stressed the fact that most patients with hirsutism 
will fall into the category of the idiopathic type, mean- 
ing no endocrine dysfunction can be demonstrated. 
However, the patient with idiopathic hirsutism is still 
an exciting but frustrating challenge. A reference to 
several articles reveals how much has been done and 
how little is known. There is some evidence, skimpy 
though it may be, that the pathologic physiology may 
be related to abnormal steroid metabolism. How- 
ever, Luft was unable to demonstrate any pathologic 
changes in the ovary or adrenal. It may be that hir- 
sutism of the idiopathic type will turn out to be an 
“end organ” phenomenon in that the absence of a 
beard in the American Indian male occurs in asso- 
ciation with normal androgenic function. 

We are now left with the actual management of the 
removal of the excess hair, as obviously this is desired 





by most patients. It is our opinion that the best plan of 
management at the present time is the remova! of the 
excess hair by shaving with a razor. Experimental 
investigators agree that cutting has no influence on 
the rate of hair growth. It is obvious that men who 
shave daily do not have an ever-increasing beard, and 
accurate daily measurements of beard growth: objec- 
tively confirm this impression. It is interesting that 
immediately following shaving, the hair grows at a 
rapid rate for a few hours, but this is followed by a 
compensatory decrease. The over-all effect of shaving 
in the course of a day is thus the same as that of 
cutting, namely, none, 

There is also a popular belief that shaving in women 
is responsible for increasing the diameter of the indi- 
vidual hairs, but this cannot be proven experimentally. 

















The increasing coarseness is a physiologic process 
associated with aging, and there is no evidence that 
this process is accelerated by shaving or by the appli- 
cation of cosmetic creams. The rubbing of the face 








with a pumice stone after shaving may remove some 





of the hair left after shaving, and thus the face will 
feel softer and appear less hirsute. Electrolysis is an 
effective but expensive procedure and should be 
carried out only by well-qualified technicians. 







There are numerous new depilatory creams appear- 
ing on the market, in which the brochure states that 
they may be used with safety in removing facial hair. 
Most of these preparations contain calcium thiogly- 
collate as the active ingredient. An attempt has been 








made to determine the safety of using such a product 





over a long period of time for the removal of facial hair. 





To our knowledge no such information is available at 





the present time. It is our opinion that more critical 





clinical trials, carried out over a long period of time, 
are needed before such a preparation is to be recom- 
mended to patients with hirsutism. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 





Sympathectomy for Hypertension 


SyMPATHECTOMY, followed by a medical regimen such as a 
salt-free diet, if necessary, is at present the most successful 
treatment for severe or progressive hypertension of un- 
known origin. 

The operation should never be performed when there is 
evidence of renal failure as shown by an accurate determina- 
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tion of nonprotein nitrogen of the blood or blood urea 
nitrogen. 

The standard procedures of today all have merit, and 
the surgeon should employ the one in which he has been 
trained, or that best suits the individual needs of the 
patient, 

It is regretted that a procedure that has been proved by 
highly competent surgeons to improve life expectancy 
severely ill, hypertensive patients has not been accepted by 
the majority of practicing physicians.—Epcar A. Kass, 


M.D., New England J. Med., 251:633, 1954. 
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Le Although there are many good drugs for symptomatic 
o= treatment, none of them has ever cured an allergic disorder. 
a In addition, all of them are capable of provoking 


serious adverse side reactions. Even the venerable potassium vodide 


i is a two-edged weapon. 


Adverse Effects of Therapy in Allergic Disorders 


BY ALEXANDER STERLING, M.D. 


Philadelphia, Pennsylvania 


Recent THERAPEUTIC Procress has brought the full 
treatment of allergic patients within the scope of prac- 
titioners in every field. I will discuss briefly some diffi- 
culties frequently encountered with the following: 
I. Injection therapy with allergens 
II. Commonly used drugs 
A. Epinephrine and related compounds 
B. Antihistamines 
C. ACTH and cortisone 


|. Injection Therapy 


Bear in mind that while pharmaceutical houses 
market diagnostic and therapeutic sets with “A,B,C” 
type of instructions, the American Academy of Allergy 
is still working on standardization of allergenic mate- 
tials. Remember too, that some allergists advocate very 
small doses, while others prefer large ones, even if they 
have to combine the material with epinephrine. 

In my opinion desensitization with potent material 
should be undertaken cautiously in highly sensitive 
individuals, using frequent minute doses in dilutions as 
weak as 1:100,000 to 1:200,000 intradermally. It is 
best to keep new patients in the office for 15 to 20 min- 
utes after injections, to make sure they do not develop 
shock reactions. 
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Many patients who would benefit from desensitiza- 
tion therapy and avoid future bronchial asthma and 
invalidism are lost to the medical profession because of 
overdosing and subsequent constitutional reactions. 


ll. Commonly Used Drugs 
A, Epinephrine and Related Compounds. Epinephrine 


and similar adrenergic compounds are very valuable, 
and the help they offer asthmatics should not be mini- 
mized, provided they are properly used and the phy- 
sician considers their contraindications. Optimal ther- 
apeutic doses of epinephrine vary greatly in different 
individuals. In some, % minim epinephrine solution 
(1:1,000) may be enough to stop a paroxysm of asthma, 
or any other allergic episode. In others, it may take 2 to 
6 minims. 

Patients may become “‘epinephrine-fast” and later 
regain the usual therapeutic response. This condition 
is encountered in cases of severe asthma (status asthma- 
ticus). As long as it lasts, epinephrine is ineffectual, 
even when given in larger and larger doses. In such 
cases, the physician must be alert to the need for other 
forms of therapy. To continue to give epinephrine is 
not only useless, the larger doses of the drug may have 
a serious adverse effect. 
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Epinephrine and similar compounds produce a rapid 
pulse, marked irritability, headache, tremor, palpita- 
tion and extrasystoles. These symptoms usually subside 
in a short time. Continued use of adrenergic drugs can 
weaken the myocardium, producing bronchopulmo- 
nary congestion which, in turn, will induce attacks of 
dyspnea and asthma. Thus a vicious circle is formed. 

The superiority of the new adrenergic and sympath- 
omimetic amine compounds (Aludrin Hydrochloride, 
Isuprel, Norisodrine Sulphate) is twofold: (1) These 
drugs are effective by sublingual administration, as 
well as by oral inhalation of powder or nebulized liquid. 
(2) They permit self-medication by patients. 

Paradoxically, these advantages are also the cause of 
some disadvantages. When a patient can obtain relief 
by self-medication this may be abused and subsequent 
complications increased. Remember these drugs have 
never cured asthmatics and should be used with appro- 
priate sedation only temporarily, while searching for 
the etiologic allergic factors. 

B. Antihistamines. The therapeutic effects of the anti- 
histamines are: 

1. Drying of the mucous membrance of the respira- 
tory system, similar to the effect of atropine. 

2. Sedative effect similar to the barbiturates. 

3. Relief of pruritus when used orally or parenter- 
ally. 

For their drying effect, these drugs are used mainly 
for hay fever. Rhinitis is an important allergic symptom 
when the respiratory mucous membrane is the shock 
tissue involved, but there may be in addition eye, skin 
and bronchial difficulties. Visualize a hay fever victim 
with an attack of asthma and bronchitis. The ease of 
expectoration is a great factor in his comfort. Drying 
the secretion will only make matters worse. 

Similarly, ammonium chloride, while increasing the 
bronchial secretion, may also induce urinary frequency. 
This disturbs the patient’s rest, especially during the 
night, and indirectly produces more coughing and 
asthma. 





One must also be very cautious in the prolonved use 
of rectal suppositories. Many patients have de, eloped 
severe rectal pruritus and proctitis due to the sensi- 
tivity of the tissues to benzocaine, phenobarbital, or 
another ingredient. 

The sedative effect must be carefully watched in each 
individual when antihistaminics are used. We will not 
help a taxi driver with hay fever if we relieve his 
rhinitis and itching but he falls asleep at the wheel. In 
my opinion, the antihistamines are of no value in oint- 
ment form and may cause or aggravate dermatoses and 
pruritus. 

C. ACTH and Cortisone Compounds. ACTH, corti- 
sone and hydrocortisone are the most recent “miracle” 
weapons in severe allergic manifestations. Here again 
isa double-edged sword. It does block the allergic proc- 
ess during its administration, but does nothing to 
diagnose the basic difficulty. 

The side effects of fluid retention and edema result- 
ing from electrolytic disturbances are especially im- 
portant in management of asthma and severe general- 
ized dermatoses. In spite of simultaneous administra- 
tion of potassium and restriction of sodium intake. the 
patient may drown in his own secretions unless appro- 
priate precautions are taken, such as watching the pa- 
tient’s weight daily and discontinuing the drug imme- 
diately when necessary. 

There are several other useful drugs which if im- 
properly administered, will aggravate the patient's 
condition. Examples are, potassium iodide and am- 
monium chloride. They increase capillary and cellular 
permeability in addition to other therapeutic effects. 

Potassium iodide has been used for centuries and 
has been popularized by Koch in the last century with 
the following slogan: ‘When man weist nicht was und 
wie nempt man kali.” It liquefies bronchial secretion 
and, in some asthmatics, relieves difficult expectora- 
tion. However, at the same time, one must not forget 
that it induces marked rhinitis. The latter in turn may 
aggravate the cough syndrome. 








Scientists and the Press 


ANY COMPETENT SCIENTIST who publishes or speaks—even 
before professional groups—or who grants interviews must 
be prepared and willing to be quoted. Certainly courage is 
needed, especially in an atmosphere of fear, to speak out 
on some matters. But the “dangerous” topics are likely to 
be the very ones that irresponsible individuals outside the 
sciences are most willing to tackle, freely and without re- 
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straint. Even though such people may possess the facts, 
this will count for little if they are guided by a well-known 
formula for one kind of success: the truth be damned; tell 
the public what it wants to hear. So it is not only within 
Government proper that we must seek to maintain the 
principle of checks and balances. Help is also needed from 
scientists who not only know the facts but are ingrained 


with the ideal of intellectual honesty. 
—Science, 120: 7A, 1954. 
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Knee Pain 


Not all knee pain is due to local disease. 
Sometimes it is referred from trouble in the hip joint or elsewhere. 


At the knee joint, mechanical derangements and osteoarthritis 
are the commonest causes of pain. In diagnosis, 

study of bony alignment and of quadriceps function 

are especially important. The need for quadriceps upbuilding 
is shared by most disorders of the knee. 


BY JOHN P. ADAMS, M.D. 


Washington, D.C, 


WHENEVER a careful examination fails to reveal clinical 
evidence of joint disease in a patient having knee pain, 
a search is made for evidence of disease that may be 
referring pain to the knee. With referred knee pain, 
the patient often is vague in his attempt to localize the 
pain accurately, and it may be noted that movements 
not directly involving the knee will precipitate the pain. 

The mechanism for referred pain is not completely 
understood, but the existence of a common nerve sup- 
ply is accepted as a constant factor. The nerve supply 
of the knee is from the femoral, sciatic and obturator 
nerves. Disease of any structure innervated by one of 
these nerves may produce pain referred to the knee. 

The hip joint is the commonest source of referred 
knee pain. Diseases here include Legg-Calve-Perthe’s 
disease (childhood), slipped epiphysis (adolescents) 
and degenerative joint disease or fracture (older peo- 
ple). The pain referred from the hip is either antero- 
medial (obturator) or posterior (sciatic). Femoral dis- 
tribution in hip disease is unusual. Obturator hernia 
often produces knee pain as its first symptom. Popliteal 
pain may be the earliest symptom in herniated inter- 
vertebral disc, although this is uncommon. 

The failure to recognize the existence of referred 
knee pain accounts for many misdiagnoses and may 
produce serious harm to the patient (Figure 1). 

In obtaining a history from patients complaining of 
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knee pain, analysis of the type of onset is important. 
Mechanical derangement usually starts suddenly, 
while inflammation, neoplasms and degenerative joint 
disease usually begin rather insidiously. Sometimes 
mechanical derangements are produced by usual 
activity—kneeling and squatting or participation in 
certain sports. Symptoms of mechanical derangement 
may be minimal if activities that precipitated the dif- 
ficulty are avoided. In degenerative joint disease symp- 


Figure 1. The lines xxx represent the possible sites of referred pain 
from the spine, pelvis and hips to the knee. 





















toms tend to increase with activity and subside with 
rest. Neoplasms and nonacute infections usually bear 
little relation to activity, are not completely relieved 
by rest and may be more noticeable at rest. 


Examination of the Knee Joint 


The physical examination of the knee joint is not 
difficult because the elements of the joint are super- 
ficial. The examination should include inspection, 
palpation, range of motion, status of ligaments, men- 
suration and evaluation of muscle tonus and, in par- 
ticular, the tonus of the quadriceps. 

Inspection. A careful inspection should include the 
gait, general configuration of the knee, presence of 
enlargements and the alignment of the joint on weight- 
bearing. The patient with knee joint disease has a limp 
characterized by relative immobility of the knee with 
the knee held in some stage of extension. Common en- 
largements are presented by distended bursae, poplit- 
eal cysts and neoplasms. If alignment appears abnor- 
mal, one must decide whether this is owing to bony or 
soft-tissue deformity. Fat thighs may produce a clinical 
appearance of knock-knee when, in reality, the bony 
alignment is normal. The degree of deformity can be 


Figures 2a (left) and b (center). This illustrates the knee strain pro- 
* duced by “knock knees’? as a result of fat thighs. 


Figure 3. The technique of patellar ballottement: the suprapatellar 
pouch is compressed with one hand, and pressure is exerted by the 
other in an anterior-posterior plane over the center of the patella. 
Pressure over the lower pole of the patella will produce a rocking 
motion over the femoral condyles, and give a false impression of 
ballottement. 


Figure 4 (right). The position the examiner takes to examine fo 
laxity of the medial collateral ligament. The hand position would be 
reversed for examining the lateral collateral ligament. This patient! 
demonstrates a complete tear of the medial collateral ligaments. 
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Figure 5. Method for examining the knee for injury to the cruciate 
ligaments. 


determined by measuring the distance between the 
medial malleoli (valgus) or between the knees (varus) 
(Figure 2). 

Palpation. Increases of fluid within the knee joint or 
adjacent bursae can easily be detected. Patellar ballot- 
tement accurately measures intra-articular fluid (Figure 
3). Increased fluid, whether serous, sanguineous or 
purulent, raises the temperature in the overlying skin 
—a finding common to mechanical derangements and 
inflammation. 

The location of tenderness is of utmost importance. 
The finding of superficial tenderness makes intra- 
articular disease unlikely. Tenderness localized to 
either the tibia or the femur, although within the syno- 
vial attachments, detracts from the likelihood of abnor- 
mality of the menisci. Pain produced by pressing the 
patella against the femoral condyles is common in 
degenerative disease of the patellar cartilage and is 
usually accompanied by a palpable crepitus. 

Range of Motion. The range of motion may be limited 
by pain and muscle spasm or by intra-articular block 
due to interposition of tissue. In acute injury and 
inflammation, the motion is not only limited but pain- 
ful within the possible range, while in simple mechani- 
cal derangement, the possible range is usually painless 
to the point of mechanical block. The range of motion 
and its points of limitation sometimes indicate the na- 
lure of the block. Certain types of knee joint disease 
are altered in proportion to the degree of extension of 
the knee when examined, an example being the cyst of 
the lateral meniscus that increases in size with exten- 
ston. Inability to extend the knee fully on weight-bear- 
ing may produce additional symptoms owing to strain 
upon the supporting musculature. 
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Figure 6. The measurement of the thigh circumference must be 
done accurately, employing a tape measure and skin marking 
pencil. 


Status of Ligaments. Ligamentous instability should 
always be considered. The collateral ligament can be 
tested by stabilizing the femur with one hand, slightly 
flexing the knee, and passively abducting and adduct- 
ing the leg (Figure 4). Laxity and pain at ligamentous 
attachments can be detected in this manner. The cru- 
ciate ligaments are tested by the so-called ‘drawer test’ 
in which the knee is flexed 80° and the tibia examined 
in the anteroposterior plane (Figure 5). The final eval- 
uation of the ligaments must be made in comparison to 
the normal knee, inasmuch as there is individual varia- 
tion in joint mobility. 

Mensuration; Muscle Tone and Strength. There is no 
joint in the body so dependent for stability on proper 
muscle tone and strength. The shallowness of the bony 
joint provides little natural stability. The ligaments 
provide some passive stability, but the muscles, 
through their tendinous expansions and insertions, 
give not only a great deal of passive stability but all of 
the active stability of the joint. Particularly is this true 
of the powerful quadriceps group. 

Accurate mensuration is the only means for quanti- 
tative determination of relative muscle volume. The 
measurement should be at a level that will include the 
vastus medialis, for this muscle is the first to show 
atrophy in knee joint disease. The level of measure- 
ment should be determined by measuring from a fixed 
point on the patella and marked on each thigh. This 
point should be three to four inches above the upper 
pole of the patella (Figure 6). The absence of measur- 
able atrophy of the thigh, in cases of chronic knee com- 
plaints, rules out serious knee joint disease. Due to the 
constant relationship of quadriceps muscle volume and 
knee joint pathology, the presence or absence of atro- 
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phy is one of the most important single physical signs 
in the examination of the knee joint. Muscle strength 
can be grossly determined by resistance given by the 
examiner, and more accurately by the muscular per- 
formance against a measured load. 

Other Examinations. A roentgen examination is an 
essential part of the examination in all persistent knee 
complaints. Routine anteroposterior and lateral views 
suffice in most cases, but special condylar and patellar 
views are necessary in some instances. These views 
bring out certain areas normally not seen on the rou- 
tine views. Other laboratory tests may be necessary, 
depending upon the disease suspected, and include 
analysis of joint fluid, bacteriologic cultures and study 
of biopsy material. 


Inflammatory Disorders 


A. ARTICULAR 


1. Rheumatic fever. This is a common cause of knee 
joint inflammation in children. The knee is often the 
first site of pain. The joint shows the cardinal signs of 
inflammation. The diagnosis is made by the systemic 
changes that occur in this disease. 

Rheumatic fever does not produce permanent intra- 
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articular changes. In the acute phase, the joint can be 
successfully splinted by pillows. The muscular weak. 
ness that is present after the acute inflammatory phase 
subsides should be overcome by physiotherapeutic 
measures before ambulation is begun. 

2. Rheumatoid arthritis usually affects the knee dur- 
ing the polyarthritic stage of the disease. Severe perma- 
nent future disability may be prevented by proper sup- 
port of the knees during the active phases of the dis- 
ease. Local treatment may include rigid plaster splint- 
ing in a few degrees of flexion during the acute phase. 
By controlling joint motion and pain, early active 
muscle training can be begun. 

Fixed flexion deformities of the knees must be pre- 
vented until the possibilities of total patient rehabili- 
tation can be ascertained. Too frequently the knees are 
allowed to flex and, with this deformity, there is con- 
comitant flexion of the hips and feet. Fixed deformities 
of hips, knees and feet may make future ambulation 
impossible. The physician should not hesitate to pre- 
scribe proper day and night bracing to control knee 
joint position. 

3. Pyogenic Arthritis. Invasion of the knee joint by 
pyogenic organisms is often secondary to osteomyelitis 
of the contiguous metaphyses or diaphyses. Nonpuru- 
lent synovitis may also occur with nearby bone infec- 
tion. Signs of acute inflammation will be found, and 
local tenderness is always much greater than in non- 
pyogenic inflammation. Aspiration of the joint is nec- 
essary for bacteriologic diagnosis. On this basis, ap- 
propriate antibiotics are given. The value of intra- 
articular instillation of antibiotics is debatable. The 
knee should be immobilized in extenion by means of 
casts or traction. Weight-bearing must be delayed un- 
til all signs of inflammation have subsided. 

4. Granulomatous Arthritis. The commonest granu- 
lomatous infection is tuberculosis. The onset is slow 
and pain is moderate. Joint fluid is moderately in- 
creased, and synovial thickening is common. Roent- 
genograms show narrowing and irregularity of the 
joint, with marginal areas of bone destruction in the 
subchondral area if the disease has been present for 
some time. The roentgen films taken early in the dis- 
ease may show only soft tissue changes. The diagnosis 
is established by recovery of the organism following 
aspiration of the joint. 

By means of immobilization (plaster cast) and early 
administration of antibiotics locally and systemically, 
many joints are saved that would, in the past, have 
been badly destroyed. 


B. PERIARTICULAR 


1. Bursitis. The commonest bursal enlargement 1- 
volves the semimembranosus bursa. A definite history 
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of precipitating trauma is unusual. Usually there is 
mild pain on walking. This bursa is in the popliteal 
fossa, slightly medial to the midline. It enlarges pro- 
gressively and is not tender. Aspiration yields a viscous 
joint fluid. When other bursae are diseased, the find- 
ings are similar (except for differences of anatomical 
location). 

Following a contusion of the knee, a superficial bur- 
sitis may develop. The prepatellar bursa is the most 
vulnerable. A pyogenic bursitis may result from over- 
lying cellulitis. If surgical drainage becomes necessary, 
one must be careful to avoid penetration into the joint 
cavity. 

2. Cellulitis is treated according to usual principles. 
If it is extensive, the knee should be immobilized in a 
cast to aid in localizing the disease and to prevent 
arthritis and periarticular fibrosis. 


Mechanical Disorders 


A. ARTICULAR 


1. Meniscal injuries in youths and adults are com- 
monly associated with rotation injuries, as pivoting on 
one foot while running or walking. The medial menis- 
cus is injured more commonly than the lateral. This is 
because the medial meniscus has less mobility (attach- 
ment to the medial collateral ligament) and because of 
the absence of muscular protection such as is found at 
the lateral knee cartilage. 

The usual meniscal injuries involve the anterior two- 
thirds of the cartilage. The symptoms of locking, inter- 
mittent hydroarthrosis, inability to climb stairs and 
pain are common in meniscal tears involving this re- 
gion. The usual signs are lack of complete extension, 
tenderness over the cartilage, increased joint fluid and, 
in cases of a few weeks’ duration, quadriceps atrophy. 

Injuries to the posterior third of the meniscus 
usually occur in squatting. The complaints are pain, 
lack of flexion and swelling. The tenderness in poste- 
nor tears is over the joint in the popliteal space. 

Degenerative cysts of the lateral meniscus some- 
times follow direct trauma. Extension of the knee in- 
creases the size of the cyst. 

The treatment of meniscal injuries is complete sur- 
gical excision of the cartilage. Manipulation may tempo- 
rarily reduce the displaced cartilage, but recurrences 
are the rule. The meniscus is avascular except at the 
marginal attachment and heals poorly. Marginal tears 
will occasionally heal and, if suspected, should be im- 
mobilized in a plaster cylinder for three or four weeks 
in full extension. This conservative therapy is espe- 
cially applicable to younger patients. 

Whether treatment is by excision or by immobiliza- 
ion, the patient must be placed on progressive quad- 
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riceps resistance exercises (Figure 7). A clinical sign 
of regained quadriceps compensation is the patient’s 
ability to ascend and descend stairs normally. Failure 
to recognize quadriceps insufficiency results in con- 
tinued knee trouble. 

2. Degenerative Joint Disease. The common type is 
osteoarthritis, but degenerative disease may follow 
intra-articular fractures, infection or rheumatoid arth- 
ritis. The etiology of osteoarthritis is unknown. In the 
knee, several predisposing factors seem to be impor- 
tant—obesity, athletic history (particularly contact 
sports), mechanical misalignments due to either bony 
deformity or postural change, as in the genu valgus 
seen in an obese, fat-thighed female. 

The obese knock-knee patient complains of pain and 
tenderness along the medial joint margin, both in- 
creased by activity. There is tenderness over the 
femoral attachment of the medial collateral ligament 
and the medial aspect of the joint. A ridge along the 
tibia can sometimes be felt. X-rays reveal narrowing of 
the joint medially, occasionally spurring of the con- 
tiguous bones and, as a rule, essentially normal bony 
alignment in the presence of clinical knock-knees pro- 
duced by fat thighs. Treatment in the acutely painful 
stage consists of rest, traction and local heat. In the 
over-all treatment, weight reduction is by far the most 
important and often the most difficult part of the 
treatment. Intra-articular hydrocortisone is best not 
used in this group inasmuch as the temporary relief 
afforded may discourage dieting by the patient. 

In patients who do not have mechanical weight- 
bearing faults, it may be sufficient to prescribe weight 
control, proper shoes with appropriate heel wedges, if 
indicated, and a maintenance of good quadriceps tone. 
In other, more severe cases, intra-articular hydrocor- 
tisone (2 cc.) gives relief for a variable time (weeks to 
months). In some, the degenerative process may be so 
severe that a surgical “house cleaning,” including 
patellectomy, will be necessary. 

In an occasional patient who complains of a painful 
catching of the knee with locking, and pain on activity 
that requires forced quadriceps action, degeneration of 
the articular surface of the patella is present. In severe 
cases, patellectomy may be necessary. 

Popliteal cysts often develop in patients with degen- 
erative joint disease following periods of prolonged 
squatting, as in gardening, and may be associated with 
posterior meniscal tears (Figure 8). The presence of a 
cyst can be verified by aspiration. Treatment consists 
of aspiration, instillation of hydrocortisone, pressure 
dressing, rest and avoidance of the activity that pro- 
duced the symptoms. Large cysts may require excision. 

3. Osteochondritis dissecans is a type of avascular 
necrosis of bone, usually seen in young males. Early in 
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Figure 7. A method of quadriceps rebuilding. A boot as illustrated 
ts not necessary as any type of weight, such as flat irons, bricks, etc., 
may be used. This exercise, to be carried out properly, requires (1) 
full extension of the knee; (2) work against a maximal load; (3) 
frequent retesting to keep load at maximum. 





Figure 8. This illustrates a popliteal cyst that was associated with 
degenerative joint disease, a so-called “ Baker’s cyst.” 


100 





the disease the complaint is mild pain. Later, if osteo. 
chondritic bodies separate from the femur, lockiig and 
signs of synovial irritation are found. The diag: osis js 
made on the basis of x-ray changes. 

If the demarcated fragment is still attached at its 
bed, the knee should be immobilized in such a nianner 
that weight is not borne at the disease site. This is ac- 
complished by splints or by a plaster knee cylinder, 
Immobilization must be continued until healing has 
been accomplished, and this is determined by the 
roentgen findings. Fragments that have separated must 
be removed surgically. 


B. PERIARTICULAR 


1. Acute knee strain commonly follows forced abduc- 
tion of the leg upon the fixed femur. The medial col- 
lateral ligament is the commonest site of knee strain. 
Often there is an associated injury of the meniscus 
owing to the peripheral meniscal attachment. A com- 
plete tear of a collateral or cruciate ligament results in 
knee joint instability. 

Complete tears of the medial and lateral ligaments 
require surgical repair. Isolated cruciate ligament 
tears should be treated by overdeveloping the quadri- 
ceps mechanism by exercises. Ligamentous strains, if 
severe, should be treated by immobilization for three 
weeks, followed by an appropriate heel wedge. Mild 
strains can be treated by injection of a local anesthetic 
and provision of a heel wedge. 

Calcification at the site of the femoral attachment of 
the m dial collateral ligament may appear a few weeks 
after injury. This condition has been referred to as 
**Pellagrini-Stieda’s disease.”” The importance of this 
complication lies in recognizing the cause and not mis- 
taking the calcification for a neoplasm. The treatment 
is the same as for the primary strain. Following any 
knee strain severe enough to require treatment, pro- 
gressive quadriceps exercises must be instituted. 

2. “Growing Pains.” This diagnosis is sometimes 
suggested in a child and is often regarded with frank 
skepticism by both physician and parents. The pain 
labeled “growing pains” probably is explainable on the 
basis of unequal skeletal and soft tissue growth. The 
distal part of the femur and the proximal part of the 
tibia are sites of rapid skeletal growth. In children who 
suddenly grow several inches, actual stretching of soft 
parts may occur, producing pain. This relative con- 
tracture of the nonosseous tissues may explain the 
complaint of pain that usually comes after rather stren- 
uous physical activity—not uncommonly at night. The 
commonest sign is hamstring contracture. The treat- 
ment consists of appropriate stretching exercises. 

3. Osgood-Schlatter’s Disease is an abnormality fre- 
quently seen in adolescents, particularly in males, and 
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is characterized by pain and swelling in the region of 
the tibial tubercle. This sometimes follows a knee in- 
jury, but may develop spontaneously. This disease 
may represent a form of osteochondrosis, but is 
thought by some to represent a degenerative change 
in the patellar tendon, with subsequent calcification. 


ll. Neoplastic Disorders 


4, Bentcn Tumors 


Tumors of the knee joint proper are unusual and, 
when present, usually involve the synovial membrane. 
The contiguous regions of the femur and tibia are com- 
mon sites of primary neoplastic disease of bone, and 
this fact must be kept in mind when examining any 
patient with knee pain. Occasionally a tumor of the 
patella is reported. 

The discomfort produced by synovial tumors is 
arely severe. Effusion within the joint, palpable joint 








thickening, slight increase in local skin temperature 
and atrophy of nearby muscles are present. Diagnosis 
can be established only by biopsy. 

1. Pigmented Villinodular Synovitis. This is a be- 
nign type of synovial hyperplasia. The disease is best 
treated by synovectomy and, if recurrent, by roentgen 
therapy. 

2. Multiple Osteochondromatosis. This is another be- 
nign process encountered in the knee joint. Multiple 
nontender masses are present. The appearance of the 
roentgenogram varies, depending upon the state of 
ossification and calcification of the cartilage masses. 
Treatment consists of local surgical excision. 


B. MALIGNANT TuMoRS 


Synovial sarcoma (synovioma) varies greatly in its 
malignant reaction, and the extent of surgical therapy 
depends on an accurate interpretation of the histologic 


findings. 
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Practical Therapeutics 


MANAGEMENT OF THE PURPURAS 


BY S. P. LUCIA, M. D. AND M.L. HUNT, M.P.H. 


Department of Medicine and Sub-department of Preventive Medicine, 
University of California School of Medicine, San Francisco, California 


EFFECTIVE THERAPY in the purpuras is facilitated by: — three-pronged (Figure 3): (1) basic screening tests to 
(1) early diagnosis based on an understanding of the __ establish that this is truly purpura, and not a disease 
pathologic mechanisms and (2) prompt restoration of like erythema nodosum. The procedures used to estab- 
uormal hemostasis and vascular integrity. An attempt _ lish this are the history, physical examination, routine 
should be made to discover and eliminate the inciting | hemogram, chemistries, stool for blood and urinalysis. 
agent in any case of purpura. In the discussion that These steps will establish the presence or absence of 
follows, the normal hemostatic mechanism is briefly re- purpura, and will suggest (2) refined tests to disclose 
viewed, and a diagnostic and therapeutic approach is _ the underlying mechanism. Of these, the most useful 
suggested. The purpuras are classified according to _ area platelet count and clot retraction (a platelet func- 
the mechanisms involved (Table 1). tion), tourniquet test, bleeding time, clotting time and 
Normally when bleeding occurs, there is spontane- —__ prothrombin time. The data obtained in the second 
ous arrest after a variable period of time. How does this _ phase should disclose the mechanism causing the pur- 
come about? Figure 1 schematically shows the process. pura, and should lead to (3) special tests which are in- 
When the continuity of a normal vessel wall is inter- tended to provide an etiologic diagnosis. These, of 

tupted, and bleeding occurs into the surrounding tis- —_ course, are many and vary from a psychiatric evalua- 
sue, the tissue pressure gradient increases, and a tam- tion to uncover self-inflicted bruises to the platelet 
ponade effect is obtained. Platelets adhere to the in- antibody test. They should always include a bone mar- 
jured surface of the vessel, and by mechanical and row examination. 
enzymatic action, trigger the clotting mechanism. Clot Such a scheme is obviously oversimplified, and the 
formation apparently involves many components, not _ division into three discrete compartments is artificial. 

—— all of which are well known (Figure 2). During this Often the basic screening tests will give the final etio- 
period, the caliber of the vessel decreases (vasocon- logic diagnosis. Then again, the information derived 
striction), and the vessel retracts (grows shorter) to from all three phases may not give the answer. 
further block the leak. Finally a clot forms, becomes The importance of an etiologic diagnosis is evident 
organized and contracts. Thus there are intravascular — when one considers that primary or idiopathic throm- | 
(lotting), vascular and extravascular considerations — bocytopenic purpura, and hematogenous tuberculosis 
when the hemostatic mechanism breaks down. The may present the same picture. In one instance steroid 
‘ommon factor is hemorrhage into the skin and other __ therapy may be essential—in the other it may be quite 
lissues. hazardous. 

—— } The diagnostic attack in cases of purpura should be Thrombocytopenia is the most frequent mechanism 
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of purpura, however purpuras involving other abnor- 
malities such as deficiencies in prothrombin, oy fibrin- 
ogen, or the presence of excessive amounts of «1 anti- 
coagulant may occur. 


Platelet Deficiencies 
PRIMARY THROMBOCYTOPENIC PURPURA 

This type of purpura is characterized by a low pe- 
ripheral platelet count, a decrease in platelets but nor- 
mal or increased megakaryocytes in the bone marrow, 
usually without splenomegaly. The tourniquet test is 
usually positive, and clot retraction is poor. 

The cause of both platelet depression and capillary 
fragility is obscure. It is believed by some workers that 
substances are formed in the spleen which suppress 
bone marrow production of platelets. This presents a 
rationale for splenectomy. 

There are three aspects in treating patients with 
primary thrombocytopenic purpura: control of the 
acute episode with emphasis on preventing cerebro- 
vascular accidents; interim supportive therapy with 
blood, local thrombin, platelet-rich blood, or platelet 
transfusions ; finally, splenectomy in selected cases. 

In the acute episode, whether it be a first attack or 
an exacerbation, ACTH and cortisone have great use- 
fulness. This becomes especially true if there is an asso- 
ciated hemolytic element. These agents may restore 
hemostasis, so that the danger of central nervous sys- 
tem bleeding (a not infrequent complication in older 
people) and other bleeding, is minimized. Their use 
permits one to put off emergency surgery in the pres- 
ence of a hemorrhagic diathesis. Cortisone is perhaps 
the agent of choice, and with severe bleeding, an initial 
oral dose of 100 mg. may be used. This should give 
some protection within a few hours. Seventy-five mg. 
every six hours can be given during the acute phase. 
During the administration of this drug, dietary sodium 
chloride should be restricted, and potassium supple- 
ments may be required. The drug must not be abruptly 
withdrawn, but tapered off over a period of three days 
to a week. It should be used cautiously in the presence 
of hypertension, congestive heart failure, diabetes mell- 
itus, intra-abdominal disease and infection. 

During this critical period, local thrombin, fresh 
whole blood, platelet-rich blood from polycythemic 
donors and platelet transfusions are useful. The prac- 
ticability of platelet transfusions is limited by a lack of 
facilities for obtaining type-specific platelets. 

In selecting patients for splenectomy, many aspects 
must be considered. First the diagnosis should be se- 


cure, and adequate bone marrow evaluation carried 
out. It is well to remember that a good percentage o! 
patients—children especially—will get well spontane- 
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ously. Perhaps this percentage can be raised with the 
use of ACTH and cortisone. Finally one must remem- 
ber that the statistics for mortality and morbidity in 
splenectomy are from large centers, and do not neces- 
sarily apply to the average community general hospi- 
tal. These considerations are to be weighed against the 
demonstrated improvement that so very often follows 
splenectomy, and so often seems life-saving. Splenec- 
tomy is very clearly the choice in many older patients, 
and those with chronic primary thrombocytopenia. 

In preparing a patient for splenectomy, ACTH or 
cortisone is useful. If cortisone is the choice, it can be 
given orally, the dosage depending on the status of the 
patient. It may vary from about 100 mg. daily to 400 
mg. daily in divided doses. 

Following splenectomy, bleeding often ceases, and 
the capillary resistance tends to return toward normal. 
However, blood transfusions may be required in some 
instances, especially those in which hyperfunctioning 
reticuloendothelial phagocytes are present in the liver 
and lymph nodes. 


SECONDARY ‘THROMBOCYTOPENIA 
(BonE Marrow DisEase) 

Megakaryocytes are suppressed in aplastic anemia 
and in conditions characterized by invasion of the bone 
marrow, such as leukemia or myeloma. In cases of pur- 
pura in which the blood picture suggests aplasia with 
severe anemia and neutropenia, and several bone mar- 
row aspirations show diminished platelets and /or meg- 
akaryocytes, splenectomy is contraindicated since, in 
these instances, the spleen may be functioning as an 
extramedullary hematopoietic organ. 

In hemorrhagic emergencies, transfusions of fresh 
whole blood and/or ACTH or cortisone may be given. 
Permanent relief from the purpuric manifestations, 
however, can only be achieved by effective control of 


the primary bone marrow disorder. 


SECONDARY THROMBOCYTOPENIA 
(Toxic Depression OF BoNE MArRRow) 


This type of thrombocytopenia occasionally occurs 
in acute infections, chemical poisonings, food and drug 
allergies, excessive exposure to irradiation, insect bites 
and burns. The treatment consists of control of the 
primary manifestations of the disease and, where pos- 
sible, elimination of any drugs or substances that may 
have a toxic effect on the bone marrow, including 
agents such as para-aminosalicylic acid (PAS), strepto- 
mycin, mercurial diuretics and other substances. 

Until the basic disease or condition is brought 
under control, supportive treatment is advised, includ- 
ing transfusions of fresh whole blood to aid blood 
coagulation. 
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Figure 1. Factors Concerned in Hemostasis. (a) An infact vessel with 
competent walls. The opposing intra- and extravascular hydro- 
static pressures are pretty much the same. (b) Blood is lost through 
a rent in the vessel wall, intravascular pressure drops, and plate- 
lets adhere to the injured vascular wall. (¢) Intravascular pressure 
has decreased, and extravascular pressure has increased giving a 
tamponade effect. Platelet disintegration has initiated the clotting 
process. The diameter of the vessel is smaller. (ad) In the clotting 
process, fibrin is laid down, enmeshes cellular components, and 
forms a soft clot. The vessel has retracted (grown shorter) and 


further narrowed the gap in its wall. (e) A firm clot has formed, 


is adherent to the vessel wall, and contracts forming a sound plug 
and restoring the vessel to good function. 
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THROMBOCYTOPENIA DUE 
TO CONGENITAL PLATELET DEFICIENCY 

In this condition, the platelets are structurally nor- 
mal but deficient in quantity, the platelet count in the 
peripheral blood being usually less than 20,000. In 
individuals afflicted with congenital thrombocytopenia, 
purpuric manifestations do not occur unless there is an 
intercurrent infection or a systemic disease which pro- 
duces a vascular defect or which increases the demand 





DECREASED PRODUCTION OF 
PLATELETS IN THE BONE MARROW 





INCREASED REMOVAL OR DESTRUCTION, 
OF CIRCULATING PLATELETS 


THROMBOCYTOPENIA 


for platelets beyond the ability of the hematopoietic 
system to supply them. 

The treatment consists of transfusions of fres|) whole 
blood until the primary infection or disease is con. 
trolled. Splenectomy is never indicated in the treat. 
ment of this condition excepting when hypersplenism 
supervenes. 


DEFICIENCY OF A PLATELET CONSTITUENT 


In hereditary thrombasthenia, relatively normal nun- 
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(HEPARIN NEUTRALIZATION) 
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OVERDOSAGE OF ANTICOAGULANT DP 





PRODUCTION OF HEPARINOIDS P 








Figure 2. Causes of abnormalities in the blood clotting mechanism. 
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HYPERHEPARINEMIA 
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bers of platelets are produced, but they exhibit a quali- 
tative defect in that they dissociate too slowly to be 
utilized in the mechanism of blood clotting. This con- 
dition is characterized by prolonged and excessive 
bleeding, failure of the clot to retract, easy bruising. 
recurrent purpura and a natural tendency to sponta- 
neous improvement at maturity. Hemorrhagic episodes 
are controlled by transfusions of fresh whole blood. 
Splenectomy is contraindicated. 

In thrombopathia hemophilica the thrombocytes are 
deficient in factor 3 which is involved in the neutraliza- 
tion of heparin. Only a few cases of this disorder have 
been reported and in them the hemorrhages have been 
controlled by the use of an antihistamine. 
Transfusions should be given if the hematocrit value 


is low ° 


THROMBOCYTOPENIA DUE 
To ANTIGEN-ANTIBODY REACTIONS 


The presence of antibodies (agglutinins, lysins) spe- 
cific for platelets induces thrombocytopenia by inter- 
fering with the normal formation of platelets in the 
bone marrow, and by destroying platelets in the circu- 
lation. The mechanism of autoimmunization is not 
clear. 

However, it has been suggested that in susceptible 
individuals the exposure to certain infectious agents 
and the ingestion of certain drugs may modify the anti- 
genic properties of the homologous platelets, thus ren- 
dering them autoantigenic. The spleen is probably 
involved in this type of immunologic thrombocytopenia 
(a) by producing some platelet antibodies and (b) by 
the excessive removal of sensitized platelets from the 
circulation. 

Effective treatment consists of measures to control 
the primary disease or infection, and eliminating any 
drugs that might affect platelets, such as Sedormid, 
quinidine, quinine, digitoxin and sulfamethazine. 
ACTH and cortisone may be given to decrease capil- 
lary permeability and to diminish the intensity of anti- 
gen-antibody reactions. Blood transfusions may be pre- 
scribed if hemorrhagic manifestations are severe. Splen- 
ectomy may be necessary in some cases, when other 
measures are ineffective and especially if there is evi- 
dence of hypersplenism. 


THRoM BOTIC THROMBOCYTOPENIA 


In thrombohemolytic thrombocytopenic purpura reduc- 
tion in platelets and hemolytic anemia occur together. 
The underlying mechanisms are obscure; however 
there is some evidence that hypersensitization or auto- 
immunization may be present, although the presence 
of autoantibodies is difficult to demonstrate in vitro. 

In this condition, erythrocytes and platelets are re- 
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DIAGNOSIS 





Figure 3. 


moved from the circulating blood at an accelerated 
rate. There is excessive disintegration of platelets in 
tissue capillaries, with evidence of thrombosis, and the 
megakaryocytes in the bone marrow frequently show 
abnormal morphology. 

Until the underlying mechanisms of this condition 
are understood, no specific treatment .can be sug- 
gested. 

Transfusions of fresh whole blood should be given 
when the hematocrit is low, and agents that are said to 
decrease the permeability of capillary walls may be 
given a clinical trial. Splenectomy has not been effec- 
tive, and the use of ACTH and cortisone has been dis- 
appointing although they should be tried for their 
temporary and limited value. 


SECONDARY HyPERSPLENISM 


It is stated that, in these cases, the bone marrow 
shows an increase in mature megakaryocytes and nor- 
mal platelet formation. In the spleen, there is excessive 
sequestration and destruction of platelets. Platelet 
hypersequestration in the spleen may be demonstrated 
by the epinephrine test, which may give positive re- 
sults in certain conditions associated with hypersplen- 
ism, such as, the Banti syndrome, the Felty syndrome, 
Gaucher’s disease, splenic Hodgkin’s granuloma, some 
acute infectious splenic tumors, and occasionally the 
congestive splenomegaly of myocardial decompen- 
sation. 

Splenectomy is advised if the prognosis for the 
hypersplenism is more serious than that of the under- 
lying disease. 

Blood transfusions and ACTH or cortisone may be 
used in the preparation of the patient for surgery, or 
following splenectomy, if the need arises. 
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Imbalance of Plasma Components Involved 
in Coagulation 


CONGENITAL HyPpOPROTHROMBINEMIA 


Congenital hypoprothrombinemia is due to defec- 
tive synthesis of prothrombin in the liver. The condi- 
tion is characterized by decreased amounts of pro- 
thrombin in the plasma, prolonged clotting time, poor 
clot retraction, normal bleeding time and a normal 
platelet count. A deficiency of prothrombin A, pro- 
thrombin B, and/or accelerator globulin in the blood 
plasma may lead to purpuric manifestations if vascular 
damage coexists. 

Bleeding may be controlled by transfusions of fresh 
whole blood or fresh citrated plasma. Topical hemo- 
static agents, such as powdered thrombin or fibrin 
foam, may be applied to accessible areas of bleeding. 


ACQUIRED HYPOPROTHROMBINEMIA 


Hypoprothrombinemia occurs when there is inter- 
ference with vitamin K absorption and utilization, such 
as follows: 

1. Gastrointestinal Diseases. A deficiency of vitamin 
K may result from defective absorption of fat-soluble 
vitamins, such as occurs in celiac disease, sprue, bowel 
obstruction, regional ileitis and lipoid-dystrophies. 

Treatment consists of either (a) the parenteral ad- 
5 mg. vitamin K using the water 
soluble form or (b) the oral administration of the fat 
soluble form of vitamin K (2 to 4 Gm.), provided that 
bile salts are taken simultaneously in order to assure 


ministration of 2 to 


absorption. 

2. Diseases of the Liver. A damaged or diseased liver 
may be unable to synthesize adequate amounts of pro- 
thrombin even though enough vitamin K is available. 
This type of hypoprothrombinemia occurs in post- 
anesthetic liver injury ; acute yellow atrophy ; Laennec’s 
cirrhosis ; chemical poisoning with phosphorus, chloro- 
form or arsenic; in traumatic and surgical shock; and 
occasionally when the liver is infiltrated with malignant 
or leukemic cells. 

In these instances, transfusions of fresh whole blood 
or plasma are prescribed. If pooled plasma is used, the 
added risk of further liver damage by viral hepatitis 
must be considered. 

3. Prolonged Use of Drugs that Depress Prothrombin. 
Dicumarol, salicylates, quinine, Tromexan and phen- 
ylindanedione suppress the formation of prothrombin 
in the liver. Treatment consists of discontinuing the 
use of the drug and prescribing transfusions of fresh 
whole blood which may be fortified by the addition of 
500 to 1,000 cc. of fresh plasma. If fresh plasma is not 
available, stored plasma is useful. In addition, large 
doses of vitamin K should be administered daily. 
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Occasionally it may be necessary to give up to | () mg, 
at a rate of 10 mg./min. of vitamin K, oxide intra. 
venously in order to rectify a markedly dej,ressed 
hypoprothrombinemia. 

4. Prolonged Use of Antibiotics. Antibiotics that sup- 
press the naturally occurring vitamin-K -procucing 
bacteria in the intestinal flora may induce vitamin k 
deficiency. If this condition is suspected, vitamin K 
supplements should be prescribed. 


CONGENITAL HYPOFIBRINOGENEMIA 


Fibrinogen may be deficient because of an inherent 
inability of the liver to synthesize it. This condition is 
characterized by a prolonged bleeding time, prolonged 
coagulation time, poor clot retraction, and a decrease 
or absence of plasma fibrinogen. The treatment con- 
sists of transfusions of fresh plasma, Cohn plasma frac- 
tion I, or whole blood given at regular intervals in 
order to supply adequate amounts of fibrinogen. 


ACQUIRED HYPOFIBRINOGENEMIA 


Fibrinogen may be deficient in systemic diseases and 
in conditions in which there is extensive fibrinolysis, 
such as may occur in transfusion reactions, hemolytic 
crises, shock, eclampsia, separation of the placenta, 
prostatic cancer and diseases of the liver. The treat- 
ment is designed to control the primary etiologic con- 
dition, fortified by the administration of fresh plasma, 
Cohn plasma fraction I, or transfusions of whole blood. 


HYPERHEPARINEMIA 


Prolonged use, or overdosage, of heparin results in 
retarded coagulation of the blood. The treatment of 
this condition consists of neutralizing the excess of 
anticoagulant. This may be achieved by the administra- 
tion of protamine sulfate or toluidine blue. Trans- 
fusions of fresh whole blood should be given if the 
hematocrit value is low. 


PRODUCTION OF HEPARINOIDS 


Heparin-like substances have been found to occur 
in patients suffering from shock, and in certain in- 
stances of leukemia. In addition, antithrombin, anti- 
thromboplastin or anti-AHF (antihemophilic factor) 
may occasionally be found in certain individuals who 
have received multiple transfusions. Treatment of this 
type of abnormality is difficult since the use of trans- 
fusions may induce further production of antibodies. 
ACTH and cortisone should be given a clinical trial. 


Purpuras Due to Vascular Defects 


Vascular damage may result from (a) impairment ol 


the elasticity of the capillary walls thus causing an !- 
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INHERITED DEFECTS IN CAPILLARY WALLSD 


CAPILLARY WEAKNESS IN THE AGEDp 


VITAMIN C DEFICIENCY p> 


? HYPOTHYROIDISMD 


INCREASED 
CAPILLARY 
PERMEABILITY 





ALLERGIC OR ANAPHYLACTIC REACTIONSpD 


MECHANICAL INJURY TO CAPILLARY WALLSD 


CHEMICAL INJURY TO CAPILLARY WALLSp 


? HYPOTHYROIDISMD 


figure 4. Mechanism of vascular damage. 


crease in capillary permeability, or (b) an abnormal 
metabolic reaction involving specific constituents of 
the capillary walls resulting in increased capillary 


fragility (Figure 4). 


INCREASED CAPILLARY PERMEABILITY 

Hereditary telangiectasia is characterized by an in- 
herited abnormality of the capillary walls causing dila- 
tion of the capillaries and the appearance of venule and 
capillary telangiectasia. This condition is usually be- 
nign but spontaneous hemorrhages tend to occur with 
the increasing age of the subjects. 

Topical bleeding emergencies may be controlled by 
the application of powdered thrombin or fibrin foam. 
When surgery is contemplated, it is not nevessary to 
take special precautions to ensure coagulation because 
all clotting components are normal quantitatively and 
qualitatively. 

Capillary Weakness in the Aged. In senile purpura, 
the extensor surfaces of the forearms and hands are 
especially prone to hemorrhagic phenomena. This con- 
dition is probably due to the effects of aging enhanced, 
in many instances, by long-standing nutritional defi- 
ciencies which result in impairment of the contractile 
power of capillary walls so that they are vulnerable to 
the mildest trauma. Treatment consists of prescribing 
a balanced diet with supplemental protein, vitamin C 
and hesperidine. 

Vitamin C Deficiency. Insufficient amounts of vitamin 
Cin the diet usually results in a vascular defect char- 
acterized by increased permeability of the capillary 
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walls with consequent purpura and gingival bleeding. 
Treatment includes the prophylactic use of antibiotics 
in order to combat infections which might. occur in the 
tissues undermined by hemorrhage and lead to further 
damage of the capillary endothelium, and the adminis- 
tration of vitamin C and hesperidine to decrease the 
permeability of the capillaries. 

Hypothyroidism. A mild hypothyroid state has occa- 
sionally been found in association with a tendency to 
easy bruising and a purpuric syndrome characterized 
by uterine hemorrhages. Often the increased capillary 
permeability and/or fragility characteristic of inter- 
current avitaminosis C is present. In this condition, 
small doses of thyroid are usually sufficient to readjust 
the endocrine disequilibrium, but vitarain C may also 
be given. The blood clotting mechanism should be 
examined for any abnormality and blood transfusions 
should be given if the hematocrit value is low. 


INCREASED CAPILLARY FRAGILITY 


Allergic or Anaphylactic Reactions. Allergic or ana- 
phylactic purpuras may result from individual hyper- 
sensitivity to certain foods, drugs or bacterial proteins. 
Treatment consists of decreasing the sensitization by 
use of an antihistamine until the specific allergin is 
discovered, at which time specific measures may be 
taken to eliminate it. ACTH and cortisone are of value 
in most cases of allergic or anaphylactic purpura. 

Mechanical Injury to Capillaries. Increased capillary 
fragility may result from external trauma or following 
violent muscular exertion. Treatment consists of the 
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application of cold compresses to suppress the hemor- 
rhage and symptomatic measures to restore the blood 
clotting mechanism when necessary. 

Chemical Injury to Capillaries. Capillary damage 
may result from accidental exposure to toxic agents 
such as agricultural sprays and insecticides. Treat- 


ment consists of removing the subject from contact 
with the toxic substance, the admiu. istration of rutin to 
decrease capillary fragility, and symptomatic mesures 
to restore the blood clotting mechanism if such «bnor- 
malities are shown to exist. Transfusions of fresh whole 
blood should be given if hematocrit value is low. 





WHAT OTHERS ARE SAYING... 


General Practitioner 


ON MY DESK is a copy of GP, published by the American 
Academy of General Practice. It is as well gotten up a 
medical magazine as could be found, thanks to the fact that 
all the big medical advertisers of the country have bought 
space in the advertising pages. Advertising certainly runs 
the country today. The old remark of Emerson’s about the 
world beating a path to your door if you make a better 
mousetrap is outmoded now. Perhaps he did not say it 
anyway. 

A few years ago there began to be a great to-do because 
the medical schools were turning out mostly specialists and 
the old-fashioned general practitioner, who knew his fam- 
ilies and had a broad outlook on medicine, was disappear- 
ing. Even in my early days many of the specialists had 
developed through the ranks of general practitioners. At 
this moment I am thinking of a surgeon, an eye man, an 
obstetrician and an orthopedic surgeon who did this, and 
I think that they were hard to excel and had broad out- 
looks that were invaluable. One of them told me that in one 
week he had five cases referred to him for his specialty and 
his training in general medicine quickly showed him they 
were not the kind he specialized in. 

Specialists undoubtedly do great things in developing 
their fields, but many of the fundamental discoveries have 
been started by general practitioners. Thus Withering 
started the use of digitalis, Jenner of vaccination, Mackenzie 
was practically the originator of modern heart studies. They 
had to have a broad view to understand the relationship of 
the things they saw close by. 


ERRATA: 
, 1 os 6 
THE ILLUSTRATIONS in the ar- 
ticle “What Is Pyorrhea?” ee 
by Drs. Cheraskin, Strother — 
and Speed, which appeared 
" . 2 5 7 
in the March GP, were in- 
correctly keyed. The cor- ee 
rect keying of the color 
plates on pages 70 and 71 
is shown in the diagram at 3 
110 the right. 


If every doctor is a specialist, who is to decide as to 
who should be seen and by whom? The general practitioner 
is the natural clearing house. He has a wider viewpoint 
than the specialist, and he knows more about more things, 
It has always seemed to me that it was a much easier thing 
to be a good specialist than a good general practitioner, 
A tremendous proportion of the complaints which bring 
people to doctors do not need the services of specialists, 
Plenty of small lacerations can have two stitches put in by 
the family doctor and do not need the chief of the sur- 
gical staff. Everybody has aches and pains before their final 
illness sets in, and aspirin is probably the best drug which 
we have. But the good practitioner should recognize if 
there are a couple of cut tendons under the little laceration. 
He should know then one of the surgeons who is accustomed 
to do the incredibly clever hand surgery which has de- 
veloped in recent years. 

You see I am not arguing that the general practitioner 
should have a messianic complex and feel that what any- 
body else can do he can do himself. I am sure that the 
specialists call in plenty of consultants. In fact the GP 
magazine that I have mentioned has an article on radio- 
isotopes. That does not mean that its author feels all general 
practitioners may use these strange new agents. He writes, 
‘It is apparent that the clinical use of radioisotopes should 
be reserved for the physician who by special training, gained 
adequate knowledge and experience in this field of medi- 
cine.” 

All general practitioners are not good doctors. That 
would be incredible, for they have the most difficult job in 
medicine and ability and character are not equally divided 
among us all. But I know that we have lots of good ones. 
Your own job is to judge of their character and be guided 
accordingly.—Perer Pingo Cuase, M.D., Providence (R.1.) 
Bulletin. February 14, 1955. 
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Figure 1a. Bilateral mediastinal lymphadenopathy due to erythema Figure 1b. Same patient as in Figure la taken six months later and 
nodosum. showing marked decrease in the adenopathy. 


loner 
point 
ings, 
thing 
oner, 
bring ERYTHEMA NODOSUM is characterized by the appearance 


lists, Erythema N odosum of painful, firm subcutaneous erythematous nodules on 
















in by the shins and extensor surface of the forearms. Oc- 
ome casionally the lesions appear on the soles of the feet, 
3 BY SOL KATZ, M.D. calves, thighs, buttocks, arms, face and scalp. The 
ey nodules persist for several days or weeks following 
vt which the tenderness and redness subside, leaving a 
a mo brownish-purple zone that gradually fades completely. 
Figure 2. Moderate enlargement of the mediastinal and para- Fever and arthritis are common accompanving mani- 
s de- tracheal lymph nodes due to erythema nodosum. Semaine . ee panying ‘ 
estations. It is three to five times more common in 
joner females and is seen especially between 20-and 40 years 
any- of age. 
t the This condition is considered to represent hyper- 
GP sensitivity to a wide variety of infectious, toxic and 
adio- chemical stimuli. The etiology varies according to the 
neral ‘ Re Aer ee : 
= geographic area submitting the studies. In this country 
— it is most commonly associated with infections due to 
‘ined beta-hemolytic streptococci, drug sensitivity (sulfon- 
ai. amides, bromides, iodides) and coccidioidomycosis. 
Sarcoidosis, tuberculosis, rheumatic fever, ulcerative 
That colitis, lymphogranuloma inguinale, dental infections, 
ob in meningococcemia, influenza, measles and leprosy are 
vided some of the other diseases that may be accompanied 
ones. by erythema nodosum. In some patients no under- 
uided lying disease may be discernible. 
R.I,) There may be a mild anemia and leukocytosis. The ! 
sedimentation rate is usually rapid. 
Figure 3. Marked symmetrical hilar lymphadenopathy due to ery- ineullicient emphasis has been given to the rocnt- 
thema nodosum. Note the large right paratracheal lymph nodes. genologic aspects of erythema nodosum. From 20 to 
ae ve 50 per cent of patients show enlargement of the hilar 
eas lymph nodes with or without associated enlargement 
of the paratracheal nodes. The nodes are often very 
— large, lobulated and symmetrical and resemble es- 
- - pecially the mediastinal lymphadenopathy seen in 
sarcoidosis. Some patients show a nonspecific accentua- 
tion of the lung markings similar to that seen in acute 
a respiratory infections. Rarely, there may be diffuse, 
bilateral mottled densities. The hilar adenopathy may 
persist for several months. 
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Lung Cancer and Inhalants 


EvIDENCE of a statistical and experimental nature has 
been reviewed by Hammond to ascertain what effect, 
if any, common inhalants have on the rising incidence 
of lung cancer. The author stated that, from animal 
experiments, it is known that certain chemical sub- 
stances can produce cancer, but these substances must 
be applied during a considerable portion of the normal 
life span of the animal. The probability of development 
of cancer as a result of exposure to specific chemicals 
depends upon the susceptibility of the host, the car- 
cinogenic potency of the chemical, the concentration 
of the chemical, the length of time over which it is ap- 
plied and the anatomical location and exact conditions 
under which it is used. 

In a similar way, it was suggested that human beings 
vary in susceptibility to lung cancer, that some if not 
most cases of human lung cancer are produced by sub- 
stances inhaled into the lungs and that the lungs must 
be exposed to the substance, or substances, for a vary- 
ing period of time up to 30 or more years. The inci- 
dence of lung cancer in males has increased from about 
0.7 per 100,000 in 1914 to 19.5 in 1950, and in females 
from 0.6 per 100,000 in 1914 to 4.3 in 1950. Death 
certificate information also indicates that lung cancer 
death rates are much higher in urban than in rural 
populations. 

Five common inhalants to which humans are ex- 
posed are (1) soot and fumes from coal furnaces, 
(2) soot and fume from oil furnaces, (3) fumes from 
internal combustion engines, (4) dust from bituminous 
surface roads and rubber tires and (5) cigarette smoke. 
Exposure to coal fumes has not increased, because 
coal consumption has not risen in the nation. Fuel oil 
sales, however, have risen rapidly, and soot and fumes 
from this source are probably a major source of air 
pollution in American cities. There has been a great 
increase in fumes from motor vehicles and from bitumi- 
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nous roads. Annual cigarette. consumption in the 
United States has increased about 13,000 per cent 
since 1900. 

Experimentally, a number of specific chemical sub- 
stances have been extracted from coal tar which can be 
used to produce cancer in various sites in susceptible 
strains of animals. Fumes from burning oil do contain 
known carcinogenic agents. Idling automobile engines 
give off large amounts of such agents. Application of a 
mixture of tar and other substances obtained by the 
condensation of smoke from cigarettes has produced 
skin cancer in susceptible mice. A larger percentage of 
smokers was found among patients with lung cancer 
than among patients who did not have lung cancer. 

The author summarized the evidence to date as fol- 
lows: (1) The lung cancer death rate has risen. (2) Ex- 
posure to certain inhalants has risen during the same 
period of time. (3) These inhalants or derivatives from 
them can be used to produce cancer experimentally. 
(4) Therefore, there is reason to postulate that one or 
more of these inhalants is at least partially responsible 
for the rise in lung cancer deaths. (Cancer, 7: 1100, 


1954.) 


The Dumping Syndrome 


As A RESULT of a series of clinical experiments, Roberts 
and her co-workers have concluded that the so-called 
dumping syndrome following gastrectomy is due to an 
acute decrease in circulating blood volume resulting 
from a shift of plasma fluid into the intestinal lumen. 
Hypertonic solutions and starch solutions were in- 
jected into the jejunum of patients who had undergone 
total or subtotal gastrectomy. Then certain studies 
were made repeatedly, including electrocardiogram, 
blood pressure measurement, plasma volume, lemat- 
ocrit and plasma concentrations of electrolytes. _ 
There was a large decrease in plasma volume ithin 
ten minutes, reaching a maximum within 30 to 40) 
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minutes and returning to normal within 100 to 120 
minutes. Alterations in blood volume and red cell vol- 
ume were consistent with the loss of plasma volume. In 
control patients with intact stomachs, these changes 
did not occur. Within ten to 15 minutes following the 
administration of hypertonic solutions to gastrec- 
tomized patients, the ECG showed an increase in 
cardiac rate, flattening of the T wave, elevation of the 
ST segment and sometimes the appearance of a U 
wave. A progressive fall in plasma potassium and 
phosphate reached its maximum in 75 to 80 minutes. 

A similar decrease in plasma volume followed the 
ingestion of hypotonic or isotonic substances which 
might be found in a routine hospital meal. The 
authors felt that this was due to rapid breakdown of 
hypotonic solutions in the jejunum into smaller molec- 
ular components, and confirmed this by studying the 
rate of starch hydrolysis following the injection of 
starch. 

Balloon distention of the jejunal loop produced only 
vague abdominal discomfort but not the fullness, weak- 
ness, sweating and tachycardia typical of the dumping 
syndrome. The authors suggested, therefore, that the 
acute drop in blood volume with subsequent stimula- 
tion of pressoreceptors, is implicated in the dumping 


syndrome. (Ann Surg., 140: 631, 1954.) 


Pyelography in Pancreatic Tumors 


PYELOGRAPHY as an aid in the diagnosis of tumors of 
the body and tail of the pancreas has been suggested 
by Chamberlin and Imber. Although the value of gas- 
trointestinal x-rays has frequently been pointed out, 
the use of the pyelogram has received little attention. 
The difficulty of diagnosis of pancreatic tumors is well 
known. The authors have described typical findings on 
intravenous pyelography which point toward the pres- 
ence of such lesions. 

Impairment of renal function may result from com- 
pression of blood vessels, but this is a late complica- 
tion. Earlier signs of pancreatic tumors are obtained 
on supine films of the excretory urogram. The renal 
parenchymal shadow is slightly broadened and occa- 
sionally elongated. The calices are stretched out and 
spindle shaped without displacement, obstruction or 
amputation. The renal pelvis shows varying degrees of 
compression deformity. The proximal ureter may be 
displaced posteriorly or laterally, while actual poste- 
nor displacement of the renal shadow, although not 
al ays seen, may sometimes be identified in the lateral 
films. If the kidney is not fixed, evidence of compres- 
sion is lost when the patient is placed in the erect 
position. The patient should be prepared carefully for 
roenten study and the films should be of such quality 
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that adequate evaluation of the renal and perinephric 





soft tissues can be obtained. 





















































These changes on excretory urograms are due to the 
fact that the pancreas lies obliquely over the middle or 
upper pole of the left kidney when the patient is 
supine. Tumors grow in the line of the least resistance, 
that is, toward the abdominal cavity, and by their 
weight alone, or by direct pressure, may produce the 
roentgen changes. The authors presented six cases, 
one of which was a benign cyst with carcinoma of the 
body of the pancreas, and one an endometrial cyst. 


(Radiology, 63: 722, 1954.) 


Aortic Stenosis—Clinical Features 


REFINEMENTS in the clinical and laboratory evaluation 
of mechanical abnormalities of the heart and great 
vessels derive much of their importance from the 
strides made in cardiovascular surgery. 

Mitchell and co-workers emphasize clinical features 
peculiar to aortic stenosis, as a help in selecting cases 
for surgery. 

In a series of 533 patients with aortic lesions, the 
incidence of pure aortic stenosis was much higher 
than one would expect (52 per cent), and 75 per cent 
of these patients were males. Trivalvular disease was 
three times more common in women, and combined 
aortic-mitral lesions occurred equally in both sexes. 
Although a history of rheumatic fever was common, 
it was least common with pure aortic lesions. Rheu- 
matic fever is nonetheless considered the etiologic fac- 
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tor in the vast majority of patients having aortic 
stenosis—even of the calcific type. 

Prognosis depends on complications. Complications 
affected the duration of life as shown on the preceding 
page. 

In the congestive heart failure group, when the 
lesion was pure aortic stenosis, the survival after 
onset of failure was shortest; however, the interval 
between acute rheumatic fever and onset of failure was 
longest. 

The incidence of angina was lowest with trivalvular 
stenosis, and highest with pure aortic stenosis—al- 
though the degree of stenosis was not always great. 
Aortic insufficiency did not increase the incidence of 
angina. 

Syncope was highest with pure aortic stenosis and, 
unlike angina, correlated well with the severity of the 
stenosis. Again unlike angina, predisposition to sudden 
death was not demonstrated. 

Auricular fibrillation was commonest where mitral 
stenosis coexisted with aortic stenosis. Auricular 
fibrillation, pure aortic stenosis and normotension in 
combination gave a grave prognosis. 

In general, the blood pressure levels were not help- 
ful in the diagnosis of aortic stenosis. 

The characteristic basal systolic murmur was the 
most constant finding. It was loudest with moderate 
stenosis, and decreased with decompensation or aortic 
insufficiency. When this murmur was grade 4 or 
louder, a thrill was palpable—at lower intensities, it 
was not. In most cases of aortic stenosis without mitral 
stenosis, the aortic second sound was decreased or 
absent. 

The diagnosis of aortic stenosis was considered 
substantiated by the demonstration of calcification of 
the valve in 158 cases. 

It is not always possible to reliably predict the de- 
gree of stenosis by clinical means currently used. 
(Am. Heart J., 48:684, 1954.) 


Surface Anesthesia 


A NEW SURFACE anesthetic agent, Tronothane (Abbott), 
has been described by Peal and Carp as an effective 
agent with low toxicity. There have been few side reac- 
tions following its use. Several patients who were 
grossly sensitive to other topical anesthetic agents 
tolerated Tronothane. When used in the conjunctival 
sac of guinea pigs, it was found to have anesthetic 
activity similar to that of Pontocaine, 1 per cent. Used 
in a 1 per cent concentration, Tronothane has been 
prepared as a thin jelly, a thick jelly, a cream lotion 
and a solution. The dosage varies from the amount 
necessary to cover a small portion of mucous mem- 
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brane prior to a dental injection, to a full ounce in rec. 
tal surgery. 

In proctology, the heavy jelly was applied inimedi- 
ately after operations such as hemorrhoidectomy, re- 
pair of fissure-in-ano and anal ulcers. One ounce of the 
jelly was applied directly from the tube to the opera- 
tive site, after which the wound was covered with a 
dressing. On the first, second and third postoperative 
days, a 1 per cent solution was sprayed from an 
atomizer directly on the incision. Postoperative dis- 
comfort was completely absent in 68 per cent of the 
patients and greatly reduced in another 24 per cent, 
making a total of 92 per cent of excellent results. 

In genitourinary surgery, the drug was instilled into 
the urethra through a urethral tip. There were no 
reactions or signs of sensitivity in any cases except for 
a transitory burning sensation in nine instances. 
Ninety-five per cent of the cases studied had excellent 
to good results. 

Applied to the mucous membrane of the gum before 
injection of an anesthetic agent, Tronothane produced 
complete surface anesthesia in 71 per cent of the pa- 
tients. It has been used also to cover Levine tubes and 
intratracheal tubes and as a soothing external applica- 
tion. 

The authors concluded that Tronothane is an 
excellent anesthetic agent with minimal tendency to 
evoke sensitivity. (Anesthesiology, 15: 637, 1954.) 


Meconium Ileus 


Outn and Cuiti have reported a useful method for re- 
moving inspissated meconium from the intestine of 
infants with cystic fibrosis of the pancreas. Meconium 
ileus occurs in newborn infants when secretion of pan- 
creatic juice is deficient both in quantity and enzyme 
content. These infants, furthermore, secrete little 
mucus from intestinal glands and, therefore, the 
meconium becomes thick and sticky. 

The obstruction that results from meconium ileus 
is difficult to distinguish from other forms of intestinal 
obstruction. Vomiting begins early, usually within the 
first day or two of life, and abdominal distention is 


present in varying degree. Meconium-filled loops ot 
intestine can be palpated as rubbery masses, and 
roentgenologic study reveals dilated loops of intestine 
containing fluid and gas. There is considerable varia- 
tion in size of the loops, some being greatly dilated 
and others only moderately so. The presence of a 
mottling in areas where meconium is most concen- 


trated is also suggestive of this disease. 

The sticky meconium is difficult to remove. The 
authors reported two cases in which operation at 36 
to 48 hours after birth revealed severe mechanical ob- 
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struction due to the inspissated meconium. In both 
cases, the intestine was opened, and 10 cc. of a solu- 
tion having one part of 3 per cent hydrogen peroxide 
to three parts of water was instilled into the bowel 
through a urethral catheter. The meconium which 
could not be otherwise removed passed from the 
ileum as a large cast, having been loosened from its 
contact with the mucosa of the ileum. Both infants 
survived. With the addition of secretin to the diet, 
the infants produced relatively normal stools. The 
authors stated that the peroxide probably acted by 
decreasing the surface tension, permitting removal 
of the meconium with ease. (Ann. Surg., 140:736, 
1954.) 


Condyloma Acuminata of the Cervix 


Rarrery and Payne have called attention to the fact 
that condylomata of the cervix are not uncommon 
and may be difficult to. distinguish microscopically 
from squamous cell carcinoma. They presented 19 
cases in which polypoid lesions were removed from 
the cervix and sent to the laboratory for diagnosis. 
In four of these, the sections showed hyperplastic 
activity simulating cancer so closely that a consulta- 
tion of pathologists was necessary before diagnosis of 
benign condyloma could be made. 

An incidence of condyloma in 3 per cent of cervical 
biopsies over a five-year period indicates that these 
lesions are not rare. In one-half of the patients, they 
were associated with pregnancy, apparently due to 
the increased susceptibility of pregnant women to 
infections. Nine of the patients had abnormal inter- 
menstrual bleeding, several complained of vaginal 
discharge and some had no symptoms. Cancer is 
occasionally associated with condyloma acuminata, 
indicating the need for careful histologic study. (Am. 
J. Obst. &> Gynec., 4:581, 1954.) 


Tuberculosis in Economic Groups 


Many stubs have indicated an inverse relationship 
between tuberculosis and economic status. On this 
basis, many case-finding efforts in tuberculosis have 
focused attention on the lower economic groups. 
Anderson, Enterline and Turner emphasized that the 
productivity of case finding varies directly with the 
prevalence of undetected tuberculosis or early cases 
rather than with the incidence of death or prevalence 
of known disease. The authors used data from a com- 
munity-wide chest x-ray program in Cleveland, Ohio, 
to estimate the distribution of undetected tuberculosis 
among various economic groups. Their studies indi- 
cated that, whereas deaths suggested approximately 20 
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times as much tuberculosis in the lowest economic level 


as in the highest, there was only one and a half times 
as much in the lowest economic group as estimated 
from the chest roentgenographic survey (see accompany- 
ing diagram). 

The important conclusion is that the higher economic 
groups should not be overlooked in tuberculosis de- 
tection programs and that the mass approach to 
tuberculosis case finding is a productive and necessary 
part of our control effort. (Am. Rev. Tuberc., 70:593, 
1954.) 


Appendicitis with Perforation 


IN A REVIEW of 87 cases treated at the Medical College 
of Virginia, Massie and Vance have indicated that 
drainage is advisable in all instances of appendicitis 
complicated by perforation. The operations were per- 
formed through a McBurney incision. The appendix 
was removed in all except three cases of localized 
abscess. 

In all instances, a Penrose or cigarette drain was in- 
serted. The number of drains depended upon the 
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severity of the peritonitis. In early rupture, with early 
peritonitis, a single drain was placed at the site of the 
removed appendix. In more extensive peritonitis or for 
a pelvic or retrocecal appendix, two drains were used, 
one placed into the pelvis and the other into the 
lateral gutter or retrocecal area. 

Antibiotics were not placed in the peritoneal cavity, 
but broad bacterial spectrum drugs were used orally or 
parenterally. Streptomycin and penicillin were em- 
ployed in most instances, oxytetracycline in a few. 

A Levine tube was not used routinely but was in- 
serted in cases complicated by frank gastric dilatation. 
Nothing but small amounts of water were allowed by 
mouth until nausea had ceased. Blood transfusions and 
intravenous fluids were given as indicated. 

The drains were not removed until the patient was 
afebrile. Gradual removal was begun on the sixth or 
seventh day postoperatively, but was delayed longer if 
fever persisted. 

Complications included two cases of paralytic ileus, 
one of overwhelming toxemia and one pelvic abscess. 
There was one death, in a patient with fulminating 
peritonitis. There were no instances of fecal fistula, 
wound abscess or hernia. The authors believed that 
complications were fewer in this group of patients than 
in any similar group without drains. Proper location of 
the drains and avoidance of their early removal, they 
believed, contributed to the good results. (Am. Sur- 
geon, 20: 1194, 1954.) 


Gas Gangrene in Korea 


Howarpb and Inui have reported that, in a group of 
12,000 casualties treated by the staff of an evacuation 
hospital in Korea (January, 1952 to June, 1953), only 
eight cases of clostridial myositis were seen. These 
eight were seriously wounded men in whom adequate 
débridement was not possible immediately following 
injury. In six patients a major artery had been injured, 
and in another, an arterial tourniquet was necessarily 
left in place for 48 hours, producing ischemia of the 
extremity. None of the eight patients died. 

This incidence of 0.08 per cent of gas gangrene 
compares with a 5 per cent incidence in World War I 
and a 1.5 per cent incidence in World War II. The 
lower incidence of this complication was attributed 
by the authors to more rapid evacuation of the 
wounded. During this period of the Korean conflict, 
when the battle lines were stable, the average time 
from wounding to definitive surgery was three and 
one-half hours—a much shorter time than for previous 
wars. Early débridement of wounds and the use of 
antibiotics also contributed to the good results. Anti- 
toxins were not used. 
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Many wounds (26.6 per cent) contained clostridia 
that were pathogenic. Seemingly this represented 4 
low-grade infection that produced fever but did not 
result in other clinical signs of gas bacillus infection, 

Immediate response of established clostridia! infec. 
tion to adequate surgery and the continued use of 
antibiotics led to a conclusion that these infections are 
not a major problem under modern tactical conditions, 
although the life-endangering potentialities of such 
infections remain. (Surgery, 36:1115, 1954.) 


Management of Mitral Valvuloplasty Patients 


BepELL, Culbertson and Ehrenhaft discuss the preoper- 
ative and postoperative care of patients with mitral 
stenosis. Their management is based on 95 cardiotomies 
which have been performed on patients ranging from 
11 to 60 years of age with an operative mortality rate of 
4.3 per cent. All 95 patients had symptomatic mitral 
valve disease. Many had been deteriorating clinically, 
and a few had been in chronic intractable heart failure. 

For seven to ten days before operation, the patient is 
observed closely. During this period, congestive heart 
failure, if present, is controlled by standard methods. 
Quinidine is not given routinely but, in patients who 
have had bouts of paroxysmal atrial fibrillation or who 
are having frequent premature contractions, it is given 
in dosage of 0.4 Gm. four to six times daily, prior to 
operation and for at least one week afterward. 

In the early postoperative period, patients must be 
watched carefully for evidence of failure of expansion of 
the left lung, myocardial decompensation, disturbances 
of cardiac rhythm and arterial embolism. An x-ray of 
the chest is made three or four hours postoperatively to 
exclude serious pneumothorax. Adequate pain relief 
must be assured, because pain alone frequently pro- 
vokes harmful tachycardia. 

Congestive heart failure occurred in 11 per cent of 
the authors’ patients. When it appears, a disturbance of 
rhythm should be suspected. Paroxysmal atrial fibrilla- 
tion was the most common arrhythmia. The cardiac 
rate is first slowed with a digitalis alkaloid. This is given 
intravenously if the ventricular rate is more than 140 
min. 

When full digitalization has been achieved, quinidine 
sulfate is given in doses of 0.2 or 0.4 Gm. every two 
hours or until conversion to a regular sinus rhythm. 

Arterial embolization occurred in 6 per cent of the 
patients. When peripheral embolism occurs during the 
operation, the anesthetist usually notes a transient rise 
in arterial pressure and should report this at once to the 


surgeon. Prompt embolectomy and antispasmodic and 


anticoagulant therapy should be considered. 
Most patients leave the hospital ten to 14 days after 
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surgery. They are given specific instructions with re- 
gard to diet, activity and medication. During the first 
postoperative month, they may be allowed to increase 
their activity gradually. Many patients are able to return 
to full-time work after one or two months if they are not 
employed in strenuous occupations. 

Late postoperative complications include pain in the 
incision and a syndrome characterized by fever, chest 
pain, tachycardia, malaise and sometimes heart failure. 
This complication occurred in 10 per cent of the pa- 
tients and has responded promptly and regularly to bed 
rest and standard cardiac management. The authors 
believe this syndrome to be nonrheumatic in origin and 
suggest that multiple small pulmonary infarcts and 
secondary pleuritis have an important bearing on these 
manifestations. Reactivation of rheumatic fever has 


been infrequent. (Arch. Int. Med., 94:718, 1954.) 


Pyrazinamide-Isoniazid in Tuberculosis 


One YEAR after the start of chemotherapy for pul- 
monary tuberculosis in 58 patients who received 
pyrazinamide-isoniazid for at least three months and 
isoniazid alone thereafter, Muschenheim observed 
striking evidence of the effectiveness of this therapy. 
This drug combination exerted an antituberculous ac- 
tivity superior to that of the other current antitubercu- 
lous drugs used in either single or multiple drug 
regimens. This conclusion was based on roentgeno- 
graphic as well as microbiologic results. 

However, pyrazinamide-isoniazid therapy cannot 
attain widespread usefulness unless it is possible to 
avoid or to minimize the incidence of hepatitis due to 
the pyrazinamide. The authors indicated that, based 
on the published reports of 355 patients with pul- 
monary tuberculosis who have received pyrazinamide 
either alone or with one or another antituberculous 
drug, the incidence of hepatitis has been 3.4 per cent. 


(Am. Rev. Tuberc., 70:743, 1954.) 


Incidence of Streptomycin-Resistant Tubercle Bacilli 


IN ORDER to ascertain the prevalence of streptomycin- 
resistant tubercle bacilli in an adult population group, 
a screening test for susceptibility of tubercle bacilli to 
streptomycin was performed on every patient admitted 
to the tuberculosis service of 30 Veterans Adminis- 
tration hospitals. Cummings and Livings carefully 
reviewed the data and found that 30 (2.6 per cent) of 
1,166 patients harbored tubercle bacilli that were 
resistant to streptomycin. None of these patients had 
been previously treated with streptomycin. 

A clear history of exposure to active cases of tuber- 
culosi; was established in 17 of these 30 patients. 
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tariums but had not received streptomycin. One was 
an employee in a tuberculosis sanitarium and _ five 
were exposed through family contact with tuberculosis. 

On the basis of this study, it was suggested that 
infection of persons with streptomycin-resistant tuber- 
cle bacilli has not proved to be a serious public health 
hazard. (Am. Rev. Tuberc., 70:637, 1954.) 


Cerebral Thrombosis in Youth 


WHEN A YOUNG ADULT develops myocardial infarction, 
the physician readily accepts the thought that the 
infarct is a result of “premature” coronary athero- 
sclerosis. When cerebral apoplexy has its onset in 
patients of this same age group, there is a certain re- 
luctance to suppose that the stroke is a result of com- 
parable cerebrovascular degeneration. According to 
Berlin, Tumarkin and Martin, this is as it should be. 
Before acknowledging a diagnosis of cerebral athero- 
sclerosis, the physician should utilize all available 
methods in order to be sure that the disease is not 
due to embolism, syphilis, tumor, blood dyscrasia, 
congenital vascular anomaly or some other disease. 

However, the authors emphasize that youth is no 
guarantee of immunity from cerebral thrombosis due 
to atherosclerosis. They cite the experience of Irish 
who reviewed 1,000 cerebrovascular lesions in a series 
of 12,000 autopsies—found 17 instances of cerebral 
thrombosis in patients below 40 years of age (see ac- 
companying diagram). Berlin’s group report 13 cases 
from their own experience. They found the clinical 
course to be identical to the “stroke” syndrome of 
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cerebral thrombosis in older people. The prognosis 
generally is good; spontaneous improvement occurs in 
almost all cases. 

As an interesting sidelight, in the seven cases in 
which arteriography was part of the diagnostic survey, 
there were three examples of narrowing or occlusion of 
the internal carotid artery itself. (New England J. 
Med., 252 :162, 1955.) 


Treatment of Sickle Cell Anemia 


Most of the clinical features of sickle cell anemia can be 
explained by the anemia itself and by the presence of 
erythrocytes that assume the sickle form in the circula- 
tion. Besides the manifestations due to anemia, probably 
the most characteristic feature of this disease is the 
occurrence of sudden attacks of pain or other localized 
manifestations in almost any part of the body. These 
episodes appear to be explained by the capillary en- 
gorgement and areas of infarction that are found in 
various organs. Some areas of infarction seen at autopsy 
are not accompanied by demonstrable thrombosis, and 
it has been suggested that vasospasm and packing of the 
vessels by distorted erythrocytes is responsible for the 
infarcts. 

Multiple transfusions will correct the anemia because 
the normal erythrocytes transfused into a patient with 
sickle cell anemia survive the normal time. Since the 
sickle cell erythrocytes survive only a few weeks, multi- 
ple transfusions not only correct the anemia but also 
greatly reduce the number and concentration of sickle 
cell erythrocytes in the circulation because the trans- 
fusions depress hemopoiesis and the production of 
sickle cells in the recipient. For this reason the patient’s 
blood can be made essentially normal for at least several 
weeks by the use of multiple transfusions. 

The anemia of sickle cell anemia rarely responds to 
anything but transfusion. Treatment of the anemia with 
vitamin By or liver extract is ineffective. Iron is contra- 


indicated, since the anemia may promote iron absorp- 
tion and increase iron in the body tissues without any 
increase in iron utilization. In some patients, leg ulcers 
heal with the local application of antibiotics, but the 
more troublesome ulcers require bed rest and trans- 
fusions. 


Anesthesia, surgery and pregnancy carry greater risk 
for the patient with sickle cell anemia than for the 
normal person. Since the increased risk is probably re- 
lated both to the anemia and to vascular accidents 
secondary to the sickling of the red blood cells, multiple 
transfusions prior to anesthesia or delivery are valuable 
because the anemia and the sicklemia can be abolished 
within a week or two by this means. 

For a “crisis,” transfusions of whole blood or packed 
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cells are needed. Episodes of “crisis” often follow in. 
fection or fever and, for this reason, infection should be 
searched out and treated. Benzazoline (Priscoline) has 
been reported to give dramatic relief of pain in sickle 
cell anemia. 

This summary of the treatment of sickle cell anemia 
by Leavell indicates that such treatment is neither 
specific nor curative. (Arch. Int. Med., 94:801. 1954, 


Fat Embolism in Acute Pancreatitis 


In a stupy of five cases of acute necrotizing pancreatitis, 
Lynch observed the association of nephrosis. He stated 
that this was an ischemic nephrosis due to fat emboliza- 
tion. In two of the cases, investigation by frozen-sec- 
tion, fat-stain technique revealed widespread fat em- 
bolization. According to the author, the cause of death 
in acute hemorrhagic pancreatitis has been too vaguely 
and inadequately explained. He concluded that death 
occurs from fat embolization or nephrosis or both. 

Fat embolization begins within a few hours of the on- 
set of the disease, that is, as soon as the peripancreatic 
and interlobular fat begins to be split in any quantity 
and to ooze its way through vascular walls damaged by 
the enzymes liberated. The major embolization, how- 
ever, occurs from the second to the fifth day. The acute 
embolic, ischemic renal lesion is also aggravated by 
circulating enzymes and toxic tissue products. 

A sixth case was described in which, as the sequel ofa 
remote attack of acute hemorrhagic pancreatitis, there 
were severe interstitial renal fibrosis, tubular atrophy 
and paratubular granular calcification, believed to be 
indicative of the natural evolution of the acute renal 
lesion of hemorrhagic pancreatitis. (Arch. Int. Med., 
94:709, 1954.) 


Anticoagulants in Myocardial Infarction 


In a srupy of 117 patients hospitalized because o! 
acute myocardial infarction, Halpern and associates 
found nothing to detract from the idea that antico- 
agulants can be used discriminatingly in this disease. 
This implies that anticoagulants are given to “poor- 
risk” patients and withheld from “good-risk” patients. 
The estimate of “risk” is based on criteria that have 
been well publicized by Russek. 

However, in the experience of Halpern’s group. 
there are likely to be errors in estimating “risk” during 
the first 48 hours after onset of myocardial infarction. 
These authors therefore recommend that all patients 
receive anticoagulants during these critical two days. 
After that the anticoagulants may be withdrawn ™ 
those considered to have a good prognosis. (Am. 


Int. Med., 41: 942, 1954.) 
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Gastric Diverticula 


In A DiscussION of gastric diverticula, Clough and 
Speare have described a method of resection by the 
transthoracic approach. These lesions are uncommon, 
occurring in fewer than 0.3 per cent of all patients 
studied by roentgenologic and gastroscopic methods. 
There are two types, true and false, the former occur- 
ring without known concomitant disease as an etiologic 
factor. The false variety is accompanied by some 
other disease. 

Sixty-five per cent of all gastric diverticula are found 
near the lesser curvature on the posterior wall of the 
cardia of the stomach. The diagnosis of these lesions 
is usually made when roentgenologic study is under- 
taken because of vague abdominal symptoms. These 
symptoms are not characteristic in all instances, but 
include epigastric discomfort variously affected by 
food or alkali, gaseous eructations, nausea, vomiting 
of old food particles and epigastric tenderness. Other 
symptoms, such as vomiting, hematemesis, chest pain, 
weight loss and weakness, are sometimes present, 
depending upon the size and site of the diverticulum, 
food retention and existence of associated diseases. 
Such diseases include gastric ulcer, duodenal ulcer, 
chronic gastritis and gastric tumor. 

The authors believe that asymptomatic diverticula 
require no treatment. If symptoms are mild, medical 
treatment should be employed for a reasonable period 
of time. If this is ineffective, or if the symptoms are 
severe, resection of the diverticulum is indicated. 

Surgical excision of the diverticulum can be done 
through a left transthoracic approach. The diaphragm 
is divided and the diverticulum, with surrounding 
area of stomach, is removed. Clamps are not used on 
the stomach. The opening in the stomach is closed 
with continuous suture of fine cat gut, and a second 
continuous suture to invert the anastomotic line. (Am. 
Surgeon, 20:1273, 1954.) 


Cervicomediastinal Exploration 


SCALENE-NODE BIOPSY is firmly established as a diagnos- 
tic technique in cases of pulmonary and mediastinal 
disease that is not identified by simpler means. Harken 
and associates recommend extension of the procedure 
to include exploration of the upper part of the me- 
diastinum. This can be done without significantly af- 
fecting the difficulty of the operation for the patient or 
for the surgeon. The results seem worth while. In the 
experience of Harken’s group, approximately half the 
positive results came from tissue removed from the 
mediastinum and not the scalene fat pad. 

Using this technique in 142 cases, the authors ob- 
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tained a positive histologic diagnosis in 45 (31.7 per 
cent). The site for operative exploration is predeter- 
mined according to sites of pulmonary involvement, 
and based on knowledge of lymphatic drainage from 
the lungs (see accompanying diagram). Thus the right 
side only is explored for lesions of the right lung; 
the left side only for lesions of the upper half of the 
left lung; both sides for lesions of the lower half of the 
left lung. 

The incidence of positive results was about 40 per 
cent in cases of lung cancer. The authors place a special 
value on the procedure in this connection. For exam- 
ple, when bronchogenic carcinoma has been diagnosed 
by other means and surgical treatment is contemplated, 
they believe that the results of cervicomediastinal ex- 
ploration may have a considerable influence upon the 
surgeon’s decision about operating in an attempt to 
control or to cure the cancer. (New England J. Med., 
251:1041, 1954.) 


Uses of Ilsopropylnorepinephrine 


ScHUMACHER and Schmock confirm that isopropyl- 
norepinephrine (Isuprel) is good treatment for Mor- 
gagni-Stokes-Adams syndrome. That syndrome— epi- 
sodes of unconsciousness related to complete heart 
block—develops because of ventricular asystole or 
ventricular tachycardia or ventricular fibrillation. In 
an individual patient, first one mechanism and then 
another or even combinations of the mechanisms may 
bring on the syndrome. 

Epinephrine is known to be effective for ventricular 
asystole but has the disadvantage that it favors ven- 
tricular tachycardia or ventricular fibrillation. Under 
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other circumstances, these latter arrhythmias are safely 
controlled by quinidine or by procaine amide. Heart 
block makes the use of these latter drugs risky. 
Isopropylnorepinephrine, by injection or sublin- 
gually, has a stabilizing influence on the several mech- 
anisms that account for Morgagni-Stokes-Adams 
syndrome. In the opinion of Schumacher and Schmock, 
it is the drug of first choice. They report that it is 
also helpful for control of hyperactive carotid sinus 


syndromes. (Am. Heart J., 48:933, 1954.) 


Amebic Abscess of the Liver 


ACCEPTED TREATMENT of amebic abscess of the liver 
during recent years had been the use of an amebicidal 
drug such as emetine, with closed aspiration of the 
abscess cavity. Jordan, however, has reported five 
cases treated by chemotherapy preoperatively, fol- 
lowed by open drainage of the abscess cavity. Fever 
and other symptoms subsided quickly and the period 
of hospitalization seemed to be shortened. 

Accurate diagnosis of an amebic abscess is essential 
for treatment. All five patients had complained of right 
upper quadrant pain, chills, fever, sweating and loss of 
appetite. The symptoms had lasted for seven to ten 
days. Diarrhea had been present in only three cases, 
and none had been complicated by jaundice. Amebae 
were recovered from the stools of one patient. In the 
presence of right upper quadrant tenderness and 
muscle guarding, the abscess cavities were aspirated. 
Each contained typical brown pus. X-rays of the chest 
had revealed elevation of the diaphragm with limitation 
of its motion and, in one, a right pleural effusion. 

All patients were treated with chloroquine or 
emetine with oxytetracycline or chlortetracycline be- 
fore operation. The abscess cavity was then drained 
transperitoneally. Both types of drugs were continued 
postoperatively. The postoperative course was un- 
eventful. The authors pointed out that emetine can be 
used for a therapeutic test. This drug will reduce tem- 
perature and white count, decrease pain and improve 
the patient’s general condition in both amebic hepa- 
titis and amebic hepatic abscess. (Ann. Surg., 141:70, 
1955.) 


Hemolytic Disease of the Newborn 


ALTHOUGH MANY PROBLEMS concerning hemolytic dis- 
ease of the newborn have been solved, those remaining 
are still the subject of differences of opinion, accord- 
ing to a recent article by Wile. Any one of various 


blood factors is theoretically capable of producing 


sensitization that leads to hemolytic disease. In most 
instances, the disorder is due to abnormalities of the 
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Rh factor but, in a few instances, it is caused by other 
disturbances. 

There are considerable differences, perhaps on a 
genetic basis, in the ability of expectant mothers to 
produce antibodies, and there are apparent differences 
in the strength of various antigenic stimuli. Therefore. 
there may not be close correlation between the ma- 
ternal antibody titer and the severity of the infant 
disease. 

In management of hemolytic disease, the author 
stressed the importance of Rh testing every woman as 
soon as pregnancy is diagnosed. If she is Rh positive, 
further investigation usually is not necessary unless 
there is a history of a previous abortion or stillbirth, or 
of an infant having hemolytic disease. Previous paren- 
teral administration of blood may also be an indication 
for study of Rh-positive women. 

Examination of the cord blood should be performed 
in every instance in which hemolytic disease of the 
newborn is a possibility. Immediate exchange trans- 
fusion should be performed (1) in all infants with 
clinical signs of the disease, (2) in all infants of less 
than 38 weeks’ gestation with a positive Coombs’ test, 
(3) in all mature infants with a positive Coombs’ test 
and a cord hemoglobin value of less than 15 grams and 
(4) in mature infants with a positive Coombs’ test when 
the mother has a history of a previously affected child. 
If exchange transfusion is not done at the time of 
birth, it should be done immediately if jaundice ap- 
pears within 24 hours or if the serum bilirubin rises 
above 20 mg. per 100 cc. Repeated exchange trans- 
fusion is sometimes necessary, especially in those in- 
fants in whom the serum bilirubin level rises above 20 
mg. per 100 cc. after the first exchange. (Gynec. © 
Obst., 5:17, 1955.) 


Abnormal Hemoglobins 


IN THE LAST FEW YEARS, a variety of types of hemoglobin 
have been identified by electrophoretic and other 
methods. These include adult hemoglobin (A), fetal 
hemoglobin (F), sickle cell hemoglobin (S), and three 
other types designated simply C, D and E. In addition, 
thalassemia (T) is known to be associated with a hemo- 
globin abnormality, although strictly speaking this is 
not known to be a distinct hemoglobin type. 

In large part, inheritance of type-specific genes 
determines whether or not people will have diseases 
related to abnormal forms of hemoglobin. 

Lawrence and Valentine presented three cases that 
represent variations on the inheritance of adult hemo- 
globin, sickle cell hemoglobin, and hemoglobin C. 
Their information can be charted as shown on opposite 
page. (California Med., 82:1, 1955.) 
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Perforation and Hemorrhage in Cholecystitis 


ADDITIONAL EVIDENCE in favor of early operation for 
acute cholecystitis has been provided by Griffith and 
Bogardus who told of a patient in whom perforation 
was complicated by acute hemorrhage. Mentioning 
ten other cases in the literature, they pointed out that 
the preoperative diagnosis of hemorrhage was rarely 
made. 

The authors’ patient was a 60-year-old man, ad- 
mitted because of diffuse epigastric pain. The pain 
became more severe, and exquisite local and rebound 
tenderness could be elicited in the right upper quad- 
rant. After conservative treatment for 36 hours, the 
patient passed a liquid stool strongly positive for blood. 
At the same time, with fever and the appearance of a 
vague mass in the right upper quadrant, operation 
became imperative. 

Upon opening the peritoneum, 1,500 cc. of dark red 
liquid was found in the right subhepatic space. The 
gallbladder was surrounded by a large hematoma. It 
was removed to control the bleeding, and it contained 
no stones. 

The bleeding continued, however, and could be con- 
trolled only by packing. The hemorrhage appeared to 
be due to venous engorgement with edema and hemor- 
rhagic infarction. The immediate postoperative course 
was complicated by hepatocellular jaundice, but the 
patient survived. 

Of the other cases reported in the literature, three 
died during nonoperative treatment. Of nine treated 
by surgery, five recovered. In most instances, control 
of the bleeding could be obtained only by packing. 

The authors stressed the importance of early opera- 
tion in cholecystitis when the patient is seen within 48 
hours of the onset of the pain. Even after that period, 
although conservative treatment may be carried out, 
in older people the danger of vascular lesions with 
gangrene and perforation is always present. They 
noted that, although early cholecystectomy is the ideal 
definitive treatment, the benefits of cholecystostomy 
often are forgotten. This procedure may be life-saving, 
averting gangrene and perforation. A course of ag- 
gressive surgical therapy in preference to a wait-and- 
see policy was emphasized. (Am. Surgeon, 20:1291, 
1954.) 


Portal Hypertension 


IN AN ANALYSIS of 34 patients with portal hypertension 
treated surgically at the University of Cincinnati, Alte- 
meier and his co-workers have suggested several thera- 
peutic principles. In four cases of extrahepatic portal 
block treated by splenectomy, severe bleeding recurred 
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in all but one, indicating that this operation alune is 
rarely indicated in portal hypertension. If splenectomy 
is performed, a splenorenal venous shunt should be 
carried out at the same time since, otherwise. the 
splenic vein may become obliterated postoperatiy ely to 
prevent its use later. 

In patients with postphlebitic obliteration of the 
portal vein, a portacaval shunt is not possible. The 
surgeon must perform either a more tedious superior 
mesenterocaval anastomosis or a resection of the lower 
esophagus and cardiac end of the stomach following 
the Phemister procedure. This latter operation was 
carried out in two of the four patients originally treated 
by splenectomy alone. The results were good. 

Patients selected for hepatic and splenic arterial li- 
gation, in general, were poorer risks than those in 
whom venous shunts were employed. The over-all 
mortality of this operation was 44.4 per cent, con- 
siderably higher than the 16.6 per cent in the venous 
shunt group. 

Arterial ligation should not be performed in the 
presence of post-necrotic cirrhosis, since this resulted 
in a very high mortality rate. 

In general, the best results were obtained with 
splenorenal and portocaval shunts. The mortality rate 
was less both in the immediate postoperative period 
and during the period of followup. A recurrence of 
bleeding from esophageal or rectal varices occurred in 
33 per cent of patients treated by venous shunting. 
(Am. Surgeon, 20:1235, 1954.) 


ACTH-Gel in Nephritis 


TWENTY-FIVE nephrotic children were treated with con- 
tinuous corticotrophin-gel by Merrill and his associ- 
ates. Most children are given at least one ten-day trial 
course and, if relapse follows, continuous treatment is 
started. The procedure has been to place the child 
then ona daily dose of corticotrophin, 1 mg. per pound. 
If there is no response after three weeks, the dose is 
increased to 1.2 mg. per pound. After albuminuria has 
been absent for one to two weeks, the dose is gradually 
reduced during the next several months. 

The only complications have been signs of hyper- 
adrenocorticism in all but two patients and slight acne 
in some of the older children. At the time of the report 
all but two of the children were free of edema, and all 
but three were free of albuminuria. 

The authors feel that this is a satisfactory form of 
therapy, though there is no evidence that the under- 
lying process is cured or even shortened. Progressive 
renal failure and death have not occurred so far during 


more than two years of observation. (Arch. Int. Med. 


94 :925, 1954.) 
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Cyclopropane Anesthesia 


Q. What is the cause of cardiac arrest in cyclopropane 
anesthesia ? What should be done to prevent same ? 


A. The cause of cardiac arrest, more correctly speak- 
ing of ventricular fibrillation, during cyclopropane 
anesthesia is due to either (1) sudden overdose of the 
agent, or (2) to a combination of cyclopropane and 
some reflex, commonly vagovagal in nature. 

Cyclopropane in moderate concentrations of 20 to 
40 per cent can produce bradycardia; in higher con- 
centrations various arrhythmias can occur, such as 
A-V block, ventricular extrasystoles and ventricular 
tachycardia. Since cyclopropane sensitizes the auto- 
nomic tissues of the heart to the action of sympa- 
thomimetic drugs, excess epinephrine (administered 
to the patient or secreted during the excitement stage) 
can produce ventricular fibrillation during cyclopro- 
pane anesthesia. 

Vagovagal reflexes during light (first plane) anes- 
thesia, which may result in fibrillation, can be induced 
during cyclopropane anesthesia by the anesthetist dur- 
ing the process of endotracheal intubation or by the 
surgeon during the procedure of retracting, packing 
off, applying traction on viscera, etc. 

The treatment for cardiac arrest in cyclopropane 
anesthesia, as in any other phase of medicine, is both 
prophylactic and therapeutic. Prophylaxis can be ac- 
complished by (1) avoiding sudden high concentra- 
tions of cyclopropane anesthesia in excess of 50 per 
cent, (2) preventing excitement during induction, (3) 
prohibiting the use of epinephrine by any method 
during cyclopropane anesthesia, (4) avoiding hypoxia 
which produces marked hyperirritability of the heart, 
(5) using certain antiarrhythmic drugs such as pro- 
caine amide, 500 mg. orally before surgery, intra- 
venous procaine 0.2 per cent, 1 Gm. before anesthesia, 
or quinidine sulfate in therapeutic doses. 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


Vaccine Therapy of Colitis 


Q. I have recently had a patient of mine recommended 
to a physician whose basic treatment for ulcerative 
colitis is the use of autogenous bacterial vaccines which 
he obtains by culture through sigmoidoscopy. It ap- 
parently is not a true autogenous vaccine since it is a 
mixture of the autogenous vaccine and vaccines ob- 
tained from other ulcerative colitis patients through 
the same procedure. He also uses a mixture which the 
patient inserts rectally. 

The vaccines are given in increasing doses two or 
three times a week for 27 weeks, and there is a booster 
series of 12 vaccine injections six months later. 

Iam, of course, interested in the value to the patient 
of a series of this type in the light of present 
thoughts about the etiology of ulcerative colitis. 

I might add that the injections are usually given by 
the family physician, but the cost to the patient for the 
development of the vaccine is $125. 

My patient has traveled to Bronx, New York, three 
times during the past week and the tension seems to 
have brought on migraine attacks from which she had 
been free for two months. 

Please inform me of the value of a serves such as 
this. 


A. The value of autogenous vaccines in the treatment 
of ulcerative colitis is open to question. Their employ- 
ment has rarely led to a cure. More satisfactory results 
have followed attention to diet and the control of emo- 
tional disturbances. The diet should be adequate in 
calories, protein, vitamins and minerals. Psychother- 
apy often is most helpful. Rest, reassurance and seda- 
tion alone may be effective in the milder cases. When 
depleted, the replacement of fluids and electrolytes is 
essential. Corticotrophin and cortisone often are of 
value and should be given a trial in resistant cases. Also 
the antibiotics seem helpful in some instances. 


123 








The migraine attacks in the case mentioned suggests 
an emotional or allergic factor, which deserves special 
attention. The frequent journeys required of the pa- 
tient are not likely to be helpful. 


Multiple Sclerosis 


Q. Please discuss newer methods of treatment of multiple 
sclerosis. 


A. The clinical picture and morbid pathology of mul- 
tiple sclerosis indicate that this disease is probably the 
result of a group of causes rather than being a single 
disease entity. This also accounts for the fact that there 
is no one treatment that is consistently successful. 

Recently adenosine triphosphate, heart muscle ex- 
tract, pancreatic extract, desiccated central nervous 
system tissue, ACTH, Pyromen, isonicotinic acid, 
thiosulfate and histamine iontophoresis have been used 
with much the same result as older medications. 

It would seem that the best results in the treatment 
of multiple sclerosis are obtained from physical medi- 
cine prescribed by a physiatrist or a neurologist with 
attention to the specific needs of the patient. In addi- 
tion, disturbing symptoms should be treated specific- 
ally—Tolserol for spasticity, hematinics if anemia is 
present, Octin for bladder control, etc. In addition, the 
appearance of new symptoms should be an indication 
for vasodilators such as amy] nitrite or nicotinic acid. 
However, if there is any definite association of the new 
symptoms with allergic manifestations, an antihista- 
mine should be tried. 


Lymphatic Tuberculosis 


Q. A 29-year-old white woman developed a_ positive 
tuberculin test while in training to be a nurse. In 
January, 1952, lymph nodes were removed from the 
right axilla (pathologic diagnosis: tuberculous 
lymphadenitis). In March, 1953, and again in 
March, 1954, additional tuberculous nodes were re- 
moved from the right axilla and right cervical region. 
The chest film has been normal repeatedly. Should 
some form of systemic therapy be started ? If so, what 
treatment would be advised ? 


A. It would appear that the patient has generalized 
lymphatic tuberculosis. This kind of disease requires 
systemic therapy rather than surgical excision alone. 

A satisfactory treatment regimen would include 
streptomycin, 1 Gm. twice a week, and isoniazid in a 
daily dose of 5 mg. per kilogram of body weight. 

Isoniazid should be included in the drug regimen 
because it penetrates caseous tissue rather readily. 

In the usual case of this kind, drug therapy should 
be continued at least a year. 
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Treatment of Pustules 


Q. I should appreciate information on how to ‘reat a 
31-year-old apparently healthy male with « great 
many psychosomatic complaints. He has a constant 
crop of small pustules over most of his body which 
have come and gone for the past two years. These 
lesions started in his head and have progressively 
worked down. The lesions are no larger than a 
millimeter or two, surrounded by slight erythema, 
They leave punched-oul scars. After the crust is 
removed, a small amount of pus drains, followed 
by serum. Complete laboratory workup (CBC, glu- 
cose tolerance, urine, sedimentation rate) are with- 
in normal limits. He has previously been treated 
by fat-free “nonallergic” diet, Selsun, liver, iron 
and B-complex shots, some kind of vaccine and 
“every known type of lotion and cream.” He has a 
sedentary job, is apparently happily married, and 
has three children. His many complaints include: 
“tired all the time,” constant sore throat, postnasal 
drip, frequent virus infections and some difficulty 
sleeping. Remarkably, he is not bothered with 
constipation. 


A. The local treatment of this generalized form of 
acne is rarely successful. The results with diets, vita- 
mins and other medications directed toward the cor- 
rection of a supposed metabolic disturbance, or es- 
tablishing bacterial immunity against infection, also 
have been disappointing. The skin trouble is apt to 
be one of the manifestations of this patient’s psychic 
disorder. 

The patient is described as having a great man) 
psychosomatic complaints and as “tired all the time,” 
which indicates that his emotional adjustments are 
unsatisfactory in spite of the fact that he appears 
“happily married.” Psychotherapy or if possible a 
psychoanalysis stands the best chance of bringing the 
acne under control as well as the other various and 
sundry complaints. 


Gastrointestinal Food Allergy 


Q. What is a good treatment for gastrointestinal food 
allergy ? 


A. The first question is to be sure that one is dealing 
with an actual allergic condition. This is not always 
easy to decide, as there are many other circumstances 
which may produce similar symptoms. However, hav- 
ing definitely discovered what agent the patient is 
allergic to, the best treatment consists in eliminating 
this from the diet, especially if there are only one or 
two articles. I do not believe that we see true gastro- 
intestinal food allergy very often. 
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American Cancer Society Tour, April 1-10 


(Seattle, Wash.) Four newly synthesized compounds 
promise to shrink enlarged prostate glands in aging 
men without causing untoward effects. At least one 
will soon be standardized, and tried on humans. The 
compounds were developed and tested on rats by Dr. 
Donald F. McDonald, surgeon, and Dr. T. Lloyd 
Fletcher, biochemist, University of Washington. In 
animals, the drugs reduced enlarged prostates with 
no effect on other glands, or toxicity. They also dem- 
onstrated ability to reduce the size of slices of human 
prostate tissue in test tubes. The research stems from 
discovery several years ago that 2-acetoaminofluorene, 
which produces liver cancer in rats, also shrank their 
prostates. Since then 170 compounds have been syn- 
thesized in search for a drug that would reduce the 
size of benignly enlarged prostates with no harmful 
effects. 

> (Madison, Wis.) Dramatic EFFECTS in a few of 100 
cancer patients have been achieved with a new experi- 
mental drug, OPSPA, or oxa-penta-methylene-diethy- 
lene-thio-phosphoramide. One woman with advanced 
reticulum cell sarcoma is alive and well a year iater; 
so also is a young man operated initially for melanoma 
of the scalp. Besides drug treatment, he has had sev- 
eral areas of skin and one lobe of the lung excised; 
the woman had no surgery due to advanced condition 
of cancer. No cures are claimed. Striking temporary 
effects were noted in a woman whose cancer blocked 
the vena cava, and in a man with far-advanced pharyn- 
geal cancer, but both developed severe anemia and 
died within a few weeks. OPSPA was designed by Dr. 
Charles Heidelberger, biochemist of the University of 
Wisconsin, and clinical tests have been conducted by 
Dr. Anthony Curreri, professor of surgery. The drug 
produced temporary benefit in about a third of women 
with advanced breast cancer. No benefit was observed 
in cancer of the gastrointestinal tract. Its method of 


Here each month are published notes of progress 
in diagnosis and treatment as reported at recent medical meetings. 
GP's aim is to get news of new drugs and other developments 

to physicians no later than their patients read of them 


in the daily press and weekly newsmagazines. Report of a new theory 


or therapeutic claim here, prior to its formal publication 
in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 


MEDIGRAMS 


action now is under study using radioactive-labeled 
OPSPA. 

> (Minneapolis, Minn.) RavIioacTIvVE VITAMIN By is 
found an aid in diagnosing pernicious anemia by Dr. 
Lloyd MacLean, University of Minnesota. Since these 
anemia victims lack intrinsic factor which transfers 
Bie from alimentary tract to bloodstream, the radio- 
active cobalt in the By. appears in the urine of persons 
free of pernicious anemia, but not in victims of the ail- 
ment. Incidence of stomach cancer appears 100 times 
higher in pernicious anemia patients than normals. 
Hence Dr. MacLean advises quarterly examinations in 
pernicious anemia patients to detect any stomach 
cancer at an early, more curable stage. 

> (Chicago, Ill.) Tuxy seaps of radioactive yttrium 
placed in the pituitary gland appear to have eased 
pain and added extra months of useful life to victims 
of far-advanced breast and prostatic cancer. Beta rays 
from ytrrium destroy 94 to 97 per cent of the pitui- 
tary, to force shutdown of hormones which can stimu- 
late the cancers. This experimental method is being 
employed at the University of Chicago Medical 
School on patients who have not benefited from castra- 
tion and adrenalectomy designed to prevent produc- 
tion of any sex hormones on which their cancers de- 
pend. Adrenalectomy can still miss accessory adrenal 
tissue responsive to pituitary hormones. Six of 30 
advanced cancer patients are still alive, with one sur- 
viving for eight months to date. Most of the others 
subjectively were improved, reported Drs. Eric T. 
Yuhl, neurosurgeon, Dr. Paul V. Harper, surgeon, 
and Dr. Delbert M. Bergenstal, endocrinologist. Pa- 
tients given this radioactive hypopophysectomy are 
maintained on cortisone and thyroid hormone. 

> (Jowa City, Iowa.) Seven of eight children treated 
with radioactive iodine for thyroid cancer are alive 
and apparently cancer-free four years later, reports 
Dr. Titus C, Evans, professor of radiation research, 
State University of Iowa. The eighth still is receiving 

















radioactive iodine. The cancerous thyroid gland is 
first removed, and radioiodine used to seek out and 
destroy metastases. A key appears to be using small 
rather than large doses, to achieve effects far better 
than those usually reported in radioiodine treatments 
to date in adults. “We feel we can give these children 
a normal life-span,” Dr. Evans said. 

> (Jowa City, Iowa.) RaDIOacTIVE GOLD injected into 
cancerous areas of the prostate gland offers hope of 
halting metastases along lymph channels, find Dr. 
Rubin H. Flocks and associates, State University of 
Iowa. As much as possible of the cancerous gland is 
removed first, followed by treatment with gold in 
hopes of overtaking and destroying invasive cancer 
cells. Among the first 100 men so treated, 34 are 
living up to four years later with no symptoms of 
cancer. Six of 30 who already had metastases to lymph 
nodes are apparently cancer-free, as are 28 of 70 whose 
cancers appeared localized at operation. Another 14 
men in this initial 100 cases are alive, but show some 
symptoms of metastatic cancer. 


American Chemical Society 


(Cincinnati, O.; April 7.) Stx out oF ten early schizo- 
phrenics can be treated satisfactorily with use of one 
or more of three new tranquillizing drugs, says Dr. 
Howard Fabing, University of Cincinnati psychiatrist 
and neurologist. They are Frenquel, chlorpromazine 
and reserpine. They also show benefit in relieving 
postoperative hallucinations which frequently affect 
older patients. 


International Academy of Proctology 
(New York; March 23-25.) Too sruer hospitalization 


of the new mother appears to increase risk of serious 
genitourinary ailments later in life, cautions Dr. 
Jacob Reichert, Phoenix, Ariz. Dislocation and 
stretching of muscles, and other anatomic changes 
during pregnancy and childbirth can result later in 
serious breakdown of supportive muscles and conse- 
quent displacement of internal organs and functional 
changes. Longer after-care of the new mother in the 
hospital and prolonged medical attention is the rem- 


edy, Dr. Reichert says. 


Sixth National Gastrointestinal Cancer Conference 


(New York; April 4.) Genetic Factors offer a clue to 
improving diagnosis of gastric and intestinal cancers. 





says Dr. Madge T. Macklin, Ohio State University, 
From a careful study of 800 families, frequency of 
gastric cancer among offspring and siblings of gastric 
cancer patients was 4.8 times that expected in the 
general population of the same sex and age. Fre. 
quency of intestinal cancer was 2.5 times higher. 


Contin Society of New York Medical College 


(New York; March 22.) Sacrat perineural cysts, hid- 
den under the bony posterior arch of the sacrum, are 
a frequent and recently appreciated cause of low back 
pains and sciatica, reports Dr. I. M. Tarvlov, director 
of the College’s Department of Neurology and Neuro- 
surgery. They cause pain and other symptoms likely 
to be confused with herniated intervertebral disc, 
Removal of the cysts corrects the pain and other 


symptoms. 


American Academy of General Practice 


(Los Angeles, Calif.; Mar. 28-31.) CHmpren under 8 
years of age have a built-in mechanism that makes 
broken bones grow faster, thus compensating for pos- 
sible bone shortening. Leg fracture cases can best be 
treated by interfering as little as possible with the 
natural tendency of a bone to heal, cautions Dr. Har- 
old Crowe, Los Angeles. Expert reduction may cause 
the broken bone to overgrow the other leg bone, he 
said. 

> “Too MANY PEOPLE are advising doctors,” said Mr. 
W. E. Syers, Austin, Texas. He devised a way to 
get doctors to work out their own solution for prob- 
lems of business management in the practice of 
medicine. That solution has four main parts—(l) 
Stop and think for a while. (2) Make a personal time 
study. (3) Get competent counsel. (4) Examine refer- 
ral relationships with other physicians. 

> A rormuza for controlling the number-one health 
problem of childhood—accidents and poisonings— 
was suggested by Dr. Julian Price, South Carolina 
pediatrician. He advised physicians to do six things. 
(1) Become safety-minded in prescribing drugs. (2) 
Take time to discuss accidents and poisonings with 
parents. (3) Talk to children too about accidents and 
their prevention. (4) Make available in your office 
some appropriate pamphlets for parents to read and 
to take home for study. (5) Investigate the child’s 
home and yard environment when making house 
calls. (6) Become a crusader in the cause of accident 
and poison prevention. 
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Hysterectomy. By John C. Burch, M.D. and Horace T. Lavely, 
M.D. Pp. 94. Charles C Thomas, Spring field, Ill., 1954. 


Peruaps, as one of GP’s book reviewers, I have become ab- 
normally aware of brevity as a virtuous quality in medical 
texts. [ have floundered through interminable pages of dull, 
but nonetheless valuable works to find those nubbins of in- 
formation that made those works worth while. It occurs to 
me that one thus acquires his medical education the hard 
way. So it is understandable that I have evolved into a cham- 
pion of the monograph—that lean and trimmed-down fighter, 
devoid of adipose overburden, and with a single purpose— 
the packing of an effective punch. 

To Thomas’ fortunate American Lecture Series is now 
added Burch and Lavely’s capable Hysterectomy. Few surgi- 
cal subjects are in need of re-evaluation to the extent that 
hysterectomy is. Removal of the uterus (by others) has been 
seized upon by many self-assigned medical reformers as pri- 
ma facie evidence of culpability. 

So, it is timely that we should study the comments of 
these respected authorities. Let us examine a few of their 
findings: 

1. A profound improvement in the safety of pelvic sur- 
gery has come about in the past few years. And with this 
safety, the usefulness of hysterectomy has been increased. 

2, While conservatism in pelvic surgery is a good thing, 
this must be directed to conservation of useful function. It 
has a far less justified place in the saving of useless tissue— 
tissue which may become the nidus of malignancy or in- 
fection. 

3. The supracervical hysterectomy has little place in to- 
day’s surgery, being done only when conditions at surgery 
indicate the urgency of completing the procedure with all 
prudent speed. 

4. Psychologic factors in hysterectomy are vital, and the 
success or failure of the operation, from the patient’s stand- 
point, will be determined by a careful evaluation of her emo- 
tional makeup and her preparation mentally for this pro- 
cedure. 

5. More, possibly, rather than fewer hysterectomies should 
be performed if there is increasingly careful selection of the 
candidates. This is not here spelled out in so many words, 
but that is the impression derived. To me, it is encouraging 
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to see inclusion of selected cases of functional bleeding as 
properly cared for by surgery, rather than by the justly less 
favored radium and x-ray. 

6. The place of surgery in cervical cancer is once more 
being recognized. 

The text is brief and always to the point. There are 30 
full-page, detailed drawings by Helen Lorraine. They match 
in excellence those of Frank Netter or Gladys McHugh. 
Each has a step-by-step explanation. Abdominal and vagi- 
nal hysterectomies, as well as the more extensive radical 
procedure, are carefully dealt with. 

There is a useful chapter on intraoperative complications, 
and a short one on the authors’ composite results. 

If I had never performed a hysterectomy, I think that my 
attitude toward one after digesting this book would be about 
the same as I experienced as a boy, setting up my Lionel 
train with the aid of the illustrated instruction book. Atten- 
tive. Deliberate. Confident. 

—Francis T. HopGEs, M.D. 


Urology. Edited by Meredith Campbell, M.D. Pp. 2,356 (3 vols.). 
Price, $60.00. W. B. Saunders Company, Philadelphia, 1954. 


Because of the tremendous amount of material which has 
been incorporated in this textbook, Dr. Campbell has pub- 
lished this in three volumes, and to achieve expert com- 
pleteness he has enlisted the aid of 51 contributing authors, 
all of whom are experts in their particular fields of urology 
and the basic sciences. 

The scope of the book is most comprehensive and brings 
up to date our many urologic problems. Of particular value 
is the excellent discussion of the basic sciences that pertain 
to urologic problems, fluid and electrolyte balance, and the 
problem of anesthesia for urologic patients. The first two 
volumes are concerned mainly with the fundamental sci- 
ences and a most comprehensive discussion of the various 
urologic diseases and problems. The illustrations are excel- 
lent, and discussion is presented in such a way that the 
reading of this material is easy and not difficult to digest. 

The third volume is concerned with the various urologic 
surgical procedures, and not only is one procedure thor- 
oughly discussed, but the many different types of surgical 
procedures are also covered in detail, with excellent illus- 
trations. 


125 








It is difficult to give this publication its just merits, as 
after reviewing it, I feel that it should be considered as the 
latest urologic “bible.” Because of its detailed completeness 
for the urologist, it is probably not necessary that each gen- 
eral practitioner have this book in his library. However it 
certainly should be available in all medical center libraries 
and probably in county medical society libraries. 

Of particular value to the general practitioner is the com- 
pleteness of modern urologic therapy and the index makes 
reference to any particular problem easy to find. The use of 
the new antibiotics is very well covered, and the prepara- 
tion of the patient for urologic surgery before hospitaliza- 
tion, which can well be done by the general practitioner, is 
thoroughly outlined. 

—T. E. McMILtan, M.D. 


Liver Injury. Transactions of the 12th Conference. Edited by F. W. 
Hoffbauer. Pp. 231. Price, $4.25. Josiah Macy, Jr., Foundation, 
New York, 1954. 


Tuts ts a highly scientific report of a conference on liver 
injury. There is much in this book to add to our knowledge 
of the liver, but it is not the type of book that will provide 
the information that the busy general practitioner can 
readily use. For special investigative reading it is excellent. 
—AnpreEw S. Toms, M.D. 


Hypertension: Humoral and Neurogenic Factors. Edited by G. E. 
W. Wolstenholme and Margaret P. Cameron. Pp. 294. Price, 
$6.75. Little, Brown ¢ Co., Boston, 1954. 


AGAIN we are indebted to the Ciba Foundation for gathering 
together leading world authorities to participate in a con- 
ference on the humoral and neurogenic factors in hyperten- 
sion. The scientific perception of the chairman in the selec- 
tion and organization of the program is magnificent. 

As with each Ciba conference, the discussant is present- 
ing work from his own laboratory and is not merely review- 
ing the literature or giving an armchair philosophic lecture. 
It is not mandatory for him to document each topic, how- 
ever, but it is rather intended that he express the views, ac- 
tivities and current aspirations of his particular group. In 
this vein, Page reports on the neural and hormonal control 
of blood vessels, Jemenez-Diaz on the internal secretion of 
the arterial wall in blood pressure regulation, Goldenberg 
on chemical methods for screening phacochromocytoma 
and Genest on the relationship between sodium, arterial 
hypertension and the adrenal glands. 

The reader feels he is at the conference table actually 
participating in an informal, friendly occasion. Each paper 
is stimulating, followed by a lively discussion. The book is 
well printed on good paper and the illustrations are simple 
and clear. 

For those of us interested in cardiovascular research and 
physiology, this book is a “must.” On the other hand, since 
many chapters are based on largely speculative material 


and since little is said of actual hypotensive therapy, this 
book offers little in a practical way for the practitioner. 
—FRANK A. FINNERTY, JR., M.D. 
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Diseases of the Skin. 4th ed. By George Clinton Andrei. MD. 

Pp. 877. Price, $13.00. W. B. Saunders Co., Philadelphi::, 1954 
Tuts, the fourth edition, is an improvement upon an alread) 
excellent book. It covers the many years of the author’s yas, 
experience and combines them with new ideas concernins 
the etiology and treatment that recent medical nddinieie 
have brought about. He has incorporated all the new con. 
cepts and important findings in the field of dermatology 
since the last edition. 

Dr. Andrews places great emphasis on histopathology, 
showing the strides made to improve methods of differen. 
tiation. In this connection he has shown the effects of the 
new antibiotics in the treatment of the many and various 


dermatoses. All this has been made even more effective hy 


the wise use of exceptionally good illustrations. 

The book is very comprehensive, encompassing the strong 
scientific foundation of academic dermatology, as well as 
modern treatment with new drugs and new concepts. 

Dr. Andrews has added new chapters, separating many 
subjects so that more detail can be included. Information is 
given on tumors of the skin, blood diseases and their rela- 
tion to many diseases not previously thought related. In- 
formation on virus and fungous diseases has been expanded 
and brought up to date. 

Many changes have come about in the management and 
treatment of diseases of the skin. All these advances are 
brought out in this interesting and well-written book which 
will easily hold the attention of student, teacher or prac- 
titioner. The descriptions of various diseases, their differ- 
ential diagnosis and treatment are well written and easily 
understood. This book can be readily used for reference, 
making it valuable to the general practitioner. 

D. M. Roserts, M.D. 


Hospital Formulary of Selected Drugs. By Don E. Francke. Pp. 
759. Price, $5.00. The Hamilton Press, Hamilton, Ill., 1954. 


Tuis BOOK is published under the auspices of the Pharmacy 
and Therapeutics Committee of the University of Michigan 
Hospital with a view to simplifying and improving drug 
therapy in that institution. Their stated purpose is to pre- 
sent pertinent data on the relatively few basic drugs of 
proven value, in such a way as to make easily available in- 
formation relative to their indication, dosage, dosage forms, 
reactions and methods of preventing or treating these 
reactions. 

The medications are grouped according to their thera- 
peutic classification and official or generic names are given 
prominence. Common proprietary names are also listed as 
synonyms. The index is a very adequate cross reference for 
those unfamiliar with the nonproprietary titles. Each drug 
is discussed in some detail with a brief statement outlining 
its basic pharmacology, actions, uses and side effects. Dos- 
age is discussed somewhat more carefully than in the usual 
formulary, and a list of available preparations completes the 
monograph of each drug. 

The author has admirably kept pace with the times, and 
has included drugs which are scheduled for inclusion in the 
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rent and format to New and Non-Official Remedies which is 
published annually by the Council on Pharmacy and Chem- 
stry of the A.M.A. It should be as useful to the general 
practitioner as to the member of the staff of the University 
of Michigan Hospital. -JessE D. RIsING, M.D. 


Hements of Pediatric Anesthesia. By C. R. Stephen, M.D. Pp. 100. 
Price, $3.50. Charles C Thomas, Springfield, [ll., 1954. 


Tue AUTHOR of a monograph of the elements of pediatric 
anesthesia has endeavored to present a rather extensive 
subject in 100 pages. I feel that the general practitioner 
who has had limited experience with the various methods 
of administering anesthetics will find that the coverage on 
iechniques is insufficient. The chapter on physiologic back- 
sound is excellent and would be of value to anyone ad- 
ministering pediatric anesthesia. The general practitioner 
vill appreciate the concise and definite statements included. 

As a brief monograph this is well done, but for the part- 
time anesthetist it may prove inadequate in detail. The 
essential facts are well covered and thus the book fulfills its 
purpose of presenting the elements of pediatric anesthesia. 

—W. W. Titzman, JR., M.D. 


Spinal Epidural Analgesia. By P. R. Bromage. Pp. 123. Price, 
3.75. The Williams ¢ Wilkins Co., Baltimore, 1954. 
[ HAVE READ this text with great interest. I believe that it is a 
very good book. The book is explanatory and covers the 
subject in an intelligent manner. It shows that one inter- 
ested in developing a technique can become very efficient in 
it. [believe that this book would be helpful to anyone inter- 
ested in epidural analgesia. 
However, as a general practitioner, I would not advocate 
this technique as routine procedure. It is for anesthesiologists 
who are using spinal anesthetics. 


I have had limited experience with epidural analgesia. 


My first experience was in 1936 under Dr. Charles Odem, 
whom the author refers to in his book. In 1936, I felt that 
epidural analgesia had a place in medicine for general prac- 
titioners. It has been my experience with the new analgesias 
which have come forth in the last few years, however, that 
epidural analgesia has a limited place in medicine. 
Murtanp F. Ricsy, M.D. 


Diseases of the Retina. 2nd ed. By Herman Elwyn, M.D. Pp. 713. 
Price, $12.00. The Blakiston Co., Inc., New York, 1953. 


IN CONSIDERING this subject the author demonstrates his 


ability as an eminent teacher and author. This book is of 


particular value to the general practitioner when one takes 
ito consideration the systemic diseases and, in turn, their 
relations to the retina. The chapter on diabetes alone makes 
this volume most valuable to the general practitioner, Cir- 
culatory diseases and the associated changes in the retinal 
vessels ure also material of great value to the physician treating 
this type of disease. The general practitioner will further be 
interested in the retinal abnormalities associated with cer- 
tain diseases of hereditary nature. 
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The illustrations, many in color, are ample and the ar- 
rangement of chapters and subjects leads to easy reading. 
This book will help to round out a busy physician’s libra- 
ry and furnish him material and information relative.to dis- 
eases of the retina valuable to any physician and not found 
in other textbooks. —Morris B. Simpson, M.D. 


The Health of Regionville. By Earl Lomon Koos. Pp. 177. Price, $3.25. 
Columbia University Press, New York, 1954. 


PUBLIC ATTITUDES toward sickness and its attendant econo- 
mic and social burdens have in recent years become of ever 
increasing import, both to the public and to the medical 
profession. This book analyzes for the first time an investi- 
gation devoted solely to discovering the relationships be- 
tween social class structure and health behavior. Dr. Koos 
and his staff selected a typical American town, interviewed 
more than 500 families regularly (16 times) in the course of 
four years. The people of Regionville were divided into 
three socioeconomic groups: business and professional 
people (Class 1); skilled and semiskilled workers (Class 
2); unskilled workers (Class 3). This book presents the 
widely divergent approaches to illness and its attendant 
problems among the members of these groupings. 
Significant differences were discovered among the three 
social classes in the matter of having a family physician. 
Only 17.6 per cent of the Class 1 households and 26.5 per 
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cent of the Class 2 households did not have a family physi. 
cian, but 68 per cent of the Class 3 households were in this 
category. Greater stability of the first two classes in the 
patient-physician relationships was indicated, with only 
9.8 per cent of the Class 1 families, and only 16 per cent of 
the Class 2 families having changed family doctors since 
the family was established ; whereas 63 per cent of the Clas, 
3 households had made such changes. In commenting on 
the significance of the permanence of the doctor-patient 
relationship, the author states: 

“If the family physician has any special value for his pa- 
tients, it lies in the fact that he is able to accumulate a com- 
plete dossier on each member of the household. Each 
illness is seen not as an isolated phenomenon, but as one 
of a series of related happenings in the life of the individual. 
Further, the doctor is able to see the relation of the illnesses 
of one member of the household to those of other members. 
Assuming that the family doctor has a basic ability to deal 
with human relationships, even though he may have few 
technical skills in the realm of psychosomatic medicine, 
the several illnesses can be fitted into the jigsaw puzzle of 
family life. A more sophisticated level of medical care is 
therefore available to the family whose relationship to the 
physician is a stable one.” 

The personal attitude of at least one Regionville resident 
sums up many patient-physician relationships: “Nobody 
should blame the doc if he doesn’t fix them up right away 
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or maybe never. But maybe things would be better if the 
doc understood us, and if we always knew what the hell he 
was driving at—and not in big words, either!” 

In the area of a national health insurance program, the 
analysis reveals that people in the first two classes were 
generally against such a program, people in Class 3 gen- 
erally for it. The replies suggest that underlying objec- 
tions to a health insurance plan are not directed so much 
against government participation as against the compulsory 
nature of the plan. “Your health is your own business”’ was 
the attitude. 

The ideal role of the physician is seen as teacher, as 
democratic citizen, and as part of the medical team. Prac- 
tically, most patients and families see him as purveyor of 
services related to a given symptom and, in this respect, 
not much different from the garage mechanic who repairs 
the ailing carburetor. If such studies as this can shed light 
on the filling of this cultural lag, they will serve a useful 
purpose. 

—Mac F. Canat, J.p. 





The Abnormal P phalog By Leo M. Davidoff, M.D. 
and Bernard S. Epstein, M.D. Pp. 518. Price, $15.00. Lea & 
Febiger, Philadelphia, 1955. 


IN THE five years which have elapsed since the first edition 
of this excellent textbook, the value of carotid arteriography 
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in the localization and diagnosis of brain tumors and other 
abnormalities has grown dramatically. The place of radio- 
isotopes in such localization has progressed somewhat fit- 
fully. Electroencephalography has made quiet and properly 
unsensational progress. But pneumography of the cranial 
cavity has remained a basic diagnostic method. 

After an introduction dealing in brief fashion with the 
technique of plain and pneumatic roentgenography of the 
skull, the authors consider at length the pathology and 
diagnosis of brain tumors. Then follow chapters on tumors 
of the meninges, optic nerves, hypophysis and juxta-ven- 
tricular structures including the basal ganglia, the pineal 
and the corpus callosum. 

Conditions such as subdural hematoma, brain abscess, 
infections and vascular disorders are then considered. 
Finally, various anomalous, atrophic, inflammatory and 
rare conditions of the cerebral area are dealt with. 

The scope of the book is broad, and the authors are to be 
complimented on its achievement. The printing and format 
are good, but your reviewer would welcome larger repro- 
ductions of roentgenograms (even at the sacrifice of case 
reports and text). The double ruled borders on the cuts 
are handsome but not contributory. 

This book is designed to be of value primarily to neuro- 
surgeons, neurologists and radiologists. Nevertheless, all 
students of clinical medicine will benefit from its perusal. 

L. H. GaRLAND, M.D. 
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THE FUTURE OF GENERAL PRACTICE 


BY WILLIAM B. HILDEBRAND, M.D. 


Docrors OF MEDICINE are members of a distinguished 
segment of the world’s people. Of some 160,000 physi- 
clans practicing private medicine in the United States 
today, more than 100,000 are family doctors. The prac- 
titioner of general medicine constitutes less than one- 
tenth of 1 per cent of the nation’s population. No 
other profession in the remaining 99.9 per cent of the 
population requires so long nor so intensive an educa- 
tion as does the practice of medicine. Likewise, no 
other profession assumes so high a moral obligation 
and responsibility toward its fellowmen. 

To achieve a medical degree requires expenditure of 
4 great amount of time, money and effort. Because of 
the price paid, many individuals who have had the good 
fortune to attain this goal succumb to a malignant com- 
placency about their obligation to themselves, to soci- 
tty at large, and to the fellow members of their pro- 
fession. Physicians (perhaps because they are funda- 
mentally individualistic by nature) tend to sink into 
their own limited work-a-day world, protected by an 
aura which, in their own minds, sets them apart from 
their community. They become a law unto themselves. 

This tendency of the average doctor to remain aloof 
from civic responsibility combines with three other fac- 
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tors—first, the social revolution that has been taking 
place all over the world in the last 25 years; second, 
the rapid increase in scientific knowledge which has 
produced specialization in all fields of human en- 
deavor; and, third, two World Wars in less than a 
quarter of a century, to present the American medical 
profession with some very perplexing, confusing and, 
to a large extent, unsolved problems. I propose to dis- 
cuss some of these problems. 

Such problems should perhaps be classed as medico- 
economic rather than scientific, inasmuch as they all 
pertain to the present social and economic status of 
the doctor in the highly complex way of life we call 
Western civilization. 

Because of the fact that the family doctor’s problems 
are important and pressing, I shall concentrate first on 
those before discussing questions involving the entire 
medical profession. 

What are these problems? First of all, we must con- 
sider the present status and the future of the general 
physician in the complex matrix of American medicine, 
including his education, his hospital problems, his 
recent adverse publicity. 

Next, there are those problems affecting all physi- 


133 











cians, including, the Veterans Administration program, 
the Bricker Amendment and its implications, the prac- 
tice of medicine by corporations, and voluntary health 
insurance plans. 

Concerning the general practitioner and his prob- 
lems, we might ask ourselves the question: Is the gen- 
eral practitioner a nonessential member of the medical 
team? Will his work in the future be performed by 
teams of specialists as is now done under the health 
insurance plan of New York City, the Kaiser Perma- 
nente Program in California, or at the Henry Ford 
Hospital in Detroit? Will the family doctor as we now 
know him gradually fade away from the medical scene, 
or is he on the ascendancy and is he regaining his 
former position of respect and esteem? 

I believe that evidence in favor of the latter alterna- 
tive is unmistakable. Through the American Academy 
of General Practice, the organization responsible for 
supporting the resurgence of the general practitioner, 
the family physician is not only regaining his previous 
prestige, he is enhancing it. Let me present some facts. 

First, what about the education of the family doctor? 

The organization in 1947 of the American Academy 
of General Practice was unquestionably the inevitable 
result of the clash of two opposing forces exerted on 
the medical scene. They were: 

1. The increasing demand by the public for a greater 
number of well-trained family physicians. 

2. The inability of the medical profession to satisfy 
that demand because of lack of hospital facilities for 
many general practitioners, plus the fact that medical 
school teaching was departmentalized to such an ex- 
tent that undergraduate teaching was psychologically 
attuned to specialization. 

In order to obtain factual information, two study 
groups were set up by the Academy after its organiza- 
tion. They were: 

1. The Commission on Education. 

2. The Commission on Hospitals. 

After a prolonged study the Commission on Educa- 
tion reported the following: 

1. There was little or no emphasis on preparation 
for the practice of general medicine in medical schools. 

2. There was little emphasis on continuation courses 
of study for family doctors. 

3. There was little interest on an undergraduate level 
in choosing general practice as a career. Only two out 
of ten seniors from a large survey were planning to 
enter general practice in 1948, the remainder going 
into specialties. 

What has happened in the field of undergraduate 
and postgraduate education in seven years has changed 
and is currently changing the picture to a remarkable 
degree. 
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Student Attitude in Transition 





Most important of all, the attitude of stucents js 
changing. Together with two other members of the 
American Academy of General Practice, I participated 







in a one-hour panel discussion on general practice be- 
fore the Student American Medical Association Con- 
vention in Chicago in 1953. When we were through 
we were deluged with questions, about how to choose 
a location, how to get on a hospital staff, how to get 
along with specialists, the problem of making night 
calls, the cost of malpractice insurance, et cetera. The 











students’ eagerness and genuine desire to learn more 
about general practice was characteristic of a new and 
intense interest in general medicine. Ninety per cent 






of the seniors at Michigan University recently stated 
that they were seriously considering general practice 






as a life work. Six of ten medical students throughout 





the country, in a large survey made recently, have sig- 
nified their intention of entering general practice. 





Such a resurgence of interest in general practice 





among medical students has thrown a tremendous re- 





sponsibility on medical schools and educators. In many 





medical schools there is no adequate preparation for 





general practice, but the curricula is currently being 
altered to fit the need. 

For instance: 

A. Bowman Gray School of Medicine of Duke Uni- 
versity, and the medical schools of Washington Uni- 
versity and Western Reserve University are changing 
the theory of their training with the thought in mind 










of assisting the undergraduate medical student to think 
about the economic, social, psychologic and environ- 
mental factors that determine whether or not medical 
care is qualitatively and quantitatively adequate. 







B. Cornell and Pennsylvania universities have a new 





type of continuation clinic, in which the student follows 





the individual patient in his progress from clinic to 
clinic, rather than working all day in one certain clinic 
on a certain specialty. 

C. The University of Tennessee School of Medicine 
has a so-called ‘family doctor clinic,” in which the 
teaching is done by general practitioners. 

D. Boston University includes a year of family study 
and one month of home calls in its senior year. 

E. Pennsylvania assigns each freshman medical stu- 
dent to a family when he matriculates. If he is fortunate 
enough to remain during the next four years, he follows 
the family as medical advisor until he is graduated. 

F. Twenty-one medical schools are now using the 
so-called preceptor plan of training by which each 
senior student is assigned to a general practitioner 1 
the field for a specified time, during which he lives and 
works with his preceptor in daily practice. 
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G. Fifty-four of 79 medical schools have embodied 
in their curricula courses in integrated medicine, mean- 
ing the diagnosis and treatment of a patient who is ill 
rather than the diagnosis and treatment of isolated 
diseases in organs, tissues or cells. 

One of the most enlightening and heartening atti- 
tudes on the subject of integrated medicine to be found 
in the literature is seen in the November, 1953, volume 
of the Medical Clinics of North America, in an article 
entitled “The Physician, The Patient and Disease” by 
Dr. Isadore S. Ravdin, Barton Professor of Surgery 
at the University of Pennsylvania College of Medicine. 
I quote, “The apathy of some clinicians disturbs me. 
There has been an extraordinary lag in the adoption 
of the concept of the complete care of the patient. 

“When the age of specialization came, it deprived 
the medical student of his view of the patient as a whole, 
and of medicine as a single discipline. He spent the 
first two years learning basic sciences in his laboratory, 
where the patient was hardly more than a remote goal. 
When, in his clinical years, the patient finally came 
into view, he was dismembered by the specialist into 
separate diseases for treatment in the hospital. The 
patient’s continuing problems, whether organic or 
psychosomatic, and his continuing care over a period 
of months or years, were hardly apparent to the medical 
student seeing him for a brief moment in a specialty 
ward or clinic. The patient had become a case as life- 
less as the file that held his record.” Dr. Ravdin con- 
tinues, “For the past few years deans and faculties of 
several universities have been trying to put the patient 
back together again, and it is hoped that this move- 
ment will be successful.” 

This attitude, coming from an old tradition-bound 
medical school such as Pennsylvania, is indeed heart- 
ening. 

Now what of postgraduate medical education ? 


Postgraduate Training Increasing 


Because of the fact that 50 hours of study annually 
is a requirement for continued membership in the 
American Academy of General Practice, postgraduate 
medical education has, since 1947, been riding the crest 
of a period of enthusiasm never before seen in this or 
any other country. During 1953, 66,000 physicians 
attended approximately 1,600 formal postgraduate 
courses offered throughout the United States. This is 
an increase of 20,000 doctors, or 43 per cent more than 
those who attended them in 1952. These figures are 
obtained from the Council on Medical Education and 
Hospitals of the American Medical Association. 

It is the philosophy of the Academy that every gen- 
eral practitioner in the United States should be able to 
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spend one hour per week in some type of postgraduate 
study, in the same spirit of financial sacrifice necessary 
if he were to attend a football game or go fishing or 
hunting. Physicians who practice in groups or who live 
near medical centers have no difficulty in satisfying this 
requirement. For the remote general practitioner in 
rural counties the problem is different, and many in- 
novations in teaching aids have been devised for him. 

First, in some states, traveling teams of four to six 
doctors stage one- or two-day clinics in various sec- 
tions of the state. Michigan, Illinois and Wisconsin 
are leaders in this type of education. Second, in Ken- 
tucky and Indiana, over a state-wide telephone hookup, 
a one- to two-hour medical program has been carried 
by private wire to county societies in outlying areas 
where members listen in with the aid of amplifiers. As 
many as 400 doctors have been reached in one night 
at a cost of two dollars per doctor. Third, the Ohio 
Academy of General Practice has a large library of 
medical lectures on phonograph records which are 
rented to groups in remote areas. Fourth, a company 
in California is currently retailing a tape recorder and 
synchronized film projector and then renting out week- 
ly tape recordings on timely medical subjects for a 
nominal sum to groups or individuals. 

This cursory review would indicate that, at the pres- 
ent time, far greater emphasis is being placed on the 
general practitioner than ever before in educational 
circles. 

Now, with nearly 20,000 general practitioners fulfill- 
ing their annual postgraduate study requirements, and 
with increasing numbers of young, well-trained gradu- 
ates electing the field of general practice, probably be- 
cause of renewed emphasis on general practice in medi- 
cal schools, and with hundreds of rural areas realizing 
the inestimable value of the family doctor in commu- 
nity life and providing modern facilities for the practice 
of medicine in order to attract and hold the young 
physician, the conclusion must be drawn that the prac- 
tice of modern general medicine is on the increase and 
is rapidly regaining its lost prestige of the 1930’s and 
early 40’s. 


Hospital Recognition Paramount 


Let us now turn to the question of the general prac- 
titioner in his relationship to the modern hospital. We 
can provide the public with more adequately trained 
family doctors and give them educational opportunities 
that are unlimited, but this does not solve the greatest 
problem that faced the general practitioner in 1947 
when the Academy was organized, and which remains 
today his greatest problem, namely, that of his relation- 
ship to and privileges within hospitals. 
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That group of general practitioners which studied 
the hospital problem in 1947 found the status of the 
family doctor in the majority of hospitals rapidly dete- 
riorating. Many hospitals were denying privileges to 
him. Many new hospitals were being built and staff 
organizations were such that all doctors except those 
with board certification were being excluded. If the 
general practitioner were to be given less and less 
responsibility on the hospital staff, and have fewer and 
fewer privileges in his workshop, his demise seemed 
certain. Such a situation, that of a threatened exclusion 
of the general practitioner from adequate hospital facili- 
ties, posed the greatest threat to the then new Ameri- 
can Academy of General Practice. It remains a very 
potent threat. However, many forward strides have 
been made, and many steps taken to correct this 
situation. 

When the Commission on Hospitals, after its organi- 
zation in 1947, had accumulated enough workable data 
to give a panoramic picture of the problem throughout 
the country, it published the first edition of a booklet 
called the ‘Manual of General Practice Departments 
in Hospitals.” 

As is doubtless known, this manual discussed the 
paradox of the crying need for more family doctors, 
and the increasing restrictions being placed on general 
practice privileges in hospitals throughout the coun- 
try. The manual set up a blueprint for integrating the 
general practitioner into the hospital staff through the 
organization of “Departments of General Practice,” 
which would, in effect, allow the family doctor to care 
properly for the diagnostic and therapeutic needs of 
his patients. 

At first the reception to such an innovation in staff 
organization was cool; however, it was finally accepted 
and in 1952 when the Joint Commission on Accredita- 
tion assumed the responsibility for standards of medi- 
cal care in hospitals, based on the work pioneered by 
the American College of Surgeons, a section was added 
conforming to the principles of the Academy’s manual 
for the integration of general practice departments in 
hospitals. This was a great victory, the achievement of 
a long-sought-for goal, and its acceptance has resulted 
in formation of general practice departments in nearly 
50 per cent of the 4,700-odd general hospitals in the 
United States. 

It is axiomatic that the standards of medical care in 
such communities served by these hospitals will be 
elevated, because good medical care in any community 
cannot be provided without the physician’s having 
access to adequate hospital facilities. 

Since hospital administrators and the medical pro- 
fession now have a clear-cut statement from the Joint 
Commission as to the organization and operation of 
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the general practice department, there should be no 
question about accreditation, so far as staff org:niza- 
tion is concerned, if privileges are granted to general 
practitioners under the principles outlined in the 
manual of the Academy. 

The Joint Commission on Accreditation, to most of 
us, is cloaked in mystery and secrecy. It should not 
be. Its activities should be more widely publicized. It 
was organized in 1952 and is composed of six members 
from the American Hospital Association, six from the 
American Medical Association (two of whom are gen- 
eral practitioners and members of the Academy), three 
from the American College of Surgeons, three from the 
American College of Physicians, one from the Canadian 
Medical Association, and one from the Canadian Hos- 
pital Association. The entire program is voluntary, not 
a police system. Its sole purpose is to raise the quality 
of medical care delivered by American hospitals to the 
public. It has not been universally accepted. The State 
of Florida does not recognize it at all. The commission 
has set up minimum standards for accrediting, but 
these are principles, not laws. Basic is the principle 
that the staff shall be self-governed, self-educating and 
self-analytical. It must define, control and be respon- 
sible for the medical activities of the hospital. 

A point system has been set up, with each functional 
department in the hospital given a percentage rating, 
100 being perfect. A rating of 75 is necessary for com- 
plete and full accreditation ; 60 to 75 means provisional 
accreditation ; less than that indicates failure of accredi- 
tation. There are eight common causes for failure to 
receive accreditation, as follows: 

1. Fire hazards. 

2. Fee-splitting and unethical staff practices. 

3. Evidence that nonmedical practitioners are using 
the hospital. 

4. Excessive removal of normal tissue and unneces- 
sary surgery. 

5. Lack of supervision of clinical work done in a 
hospital. 

6. Lack of thorough review on a monthly basis of 
clinical work done in the hospitals. 

7. Lack of clinically recorded essential entries on 
the records to justify certain procedures being done. 

8. High and unexplained morbidity and mortality 
rates, and a high Cesarean section rate. 

Such causes for failure of accreditation illustrate the 
emphasis placed on the care of the patient by the 
commission. 


Commission Approves GP Department 


May I repeat and emphasize that the Joint Commis- 
sion has approved the formation and function of a de- 


GP Volume X!, Number5 





























xe no 


niza- 
neral 


| the 


st of 
1 not 
d. It 
nbers 
n the 
gen- 
three 
n the 
adian 
Hos- 
y, not 
iality 
o the 
State 
ssion 
, but 
ciple 
x and 
spon- 
‘ional 
ting, 
com- 
sional 
credi- 
ire to 


using 
1eces- 
ina 
sis of 
es on 
ne. 

tality 


te the 
y the 


mmis- 
‘a de- 


umber 5 











partment of general practice into the hospital staff or- 
ganization as recommended by the manual of the 
Academy of General Practice, and those recommenda- 
tions include the stipulation that the members of the 
general practice department shall have the privileges of 
the clinical services of the other departments according 
to their demonstrated ability, skill and judgment. No 
more clear-cut statement could be made. 

The fact that a man secures a license to practice 
medicine does not mean that he is competent in all 
fields of medical endeavor. One of the greatest prob- 
lems in extending privileges to general practitioners 
has been the demand by many for major surgical privi- 
leges. This problem can be solved. 

After a department of general practice has been 
formed in a hospital, almost invariably the staff has 
granted such privileges to those found competent. Lack 
of a specialty certification does not mean that a man is 
not capable of performing many procedures falling un- 
der a specialist’s classification. 

One thing is certain, “with privilege comes respon- 
sibility.” The future of the family doctor and of the 
Academy rests not only on the ability of each general 
practitioner to represent high quality and high stand- 
ards of medical care, but to show and to demonstrate to 
the public, the press, medical schools, hospital admin- 
istrators, trustees and his colleagues that he does stand 
for such high quality and standards. 

The greatest progress will be made if no attempts 
are ever made to obtain for any physician, by pressure, 
friendship, or otherwise, hospital privileges that are 
not commensurate with his ability. 

It is to be expected that many problems will arise in 
the process of improving medical care and in raising 
hospital standards. In the metamorphosis of hospital 
staff organization it is also to be anticipated that some 
hospitals will be completely staffed with specialists, 
while some will have only general practitioners on the 
staff. Both these types will be completely inadequate 
to meet the patient’s needs. 

The completely adequate, well-rounded hospital staff, 
such as is provided for in the manual of the Academy, 
incorporates both specialists and general practitioners. 
It is endorsed by the AMA, the Joint Commission and 
the American College of Physicians, and looks to be 
the logical answer, not only to the problem of hospital 
privileges for the general practitioner, but also to the 
over-all need for better medical care. 

Now to the fourth serious problem confronting Amer- 
ican medicine, and general practitioners in particular. 

I refer to the deluge of adverse publicity found in 
the public press in recent months, to such articles as 
“Too Much Unnecessary Surgery,” which was an in- 
terview with Dr. Paul Hawley by the Editorial Board 
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of the U. S. News and World Report; ‘Patients for 


Sale,” by Steven Spencer of the Saturday Evening Post; 
‘Needless Surgery,” from the Reader’s Digest; “Why 
Patients are Mad,” by Sterling Fountain in Redbook; 
“Unjustified Surgery,” by Greer Williams in Hospitals; 
“Why Some Doctors Should be in Jail,” by Howard 
Whitman in Collier’s, as well as many newspaper arti- 
cles and interviews given to the press. 

Certainly, one would be extremely naive if he did 
not realize that such a public airing of the evils said to 
be besetting the medical profession in its relation to 
the public stems from the American College of Sur- 
geons. Let me say at the outset that I do not at all 
question the motive of that group. Neither do I share 
the belief of so many of my colleagues that greedy sur- 
geons are openly campaigning against the rest of the 
medical profession in order to further their own finan- 
cial security without regard to the best interests of the 
public or of the rest of the medical profession. 

In my opinion, the campaign of open publicity, of 
intemperate, and undocumented charges against the 
family physician represents an honest but misguided 
attempt by the American College of Surgeons to raise 
the standards of surgical care for the American people. 

However, one can certainly question the judgment, 
wisdom and good manners of their campaign, as well 
as the necessity of resorting to such methods used in 
the attempted elevation of the surgeon at the expense 
of the general practitioner. The campaign is clever and 
an old technique is being used. In pointing an accusing 
finger at everyone else, the College of Surgeons clothes 
itself with a cloak of virtue, and anyone who raises an 
objection is by association admitting guilt. 

As a physician and a general practitioner, I resent 
very much, as do thousands of other physicians, the 
implication in the recent campaign that the American 
public must be suspicious of all MD’s who are not 
members of the American College of Surgeons. This is 
insulting to the medical profession of America. 


AMA Sets Up Investigating Group 


The reaction of the medical profession to all these 
charges against medicine in general has been mixed, 
but in December, 1953, at the interim session of the 
AMA, the House of Delegates took a stand by passing 
a resolution appointing a committee of six to ascertain 
the facts. The committee was ordered to perform the 
following tasks: 

1. To study all aspects of the problem of public rela- 
tions created by the adverse publicity. 

2. To study the entire field of professional interrela- 
tionships alleged in that publicity, as they affect the 
quality and cost of medical care. 
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3. To investigate fully and submit recommendations 
to the House of Delegates of the American Medical 
Association. 

The committee is currently studying the problems of: 
1. Fee-splitting 
2. Joint billing 


3. Methods of payment of an assistant 


4. Collection and disposition of fees by a third party 
5. Commissions and rebates 

6. Ghost surgery 

7. Unethical and unnecessary surgical procedures 


8. Excessive fees 

It is hoped that from this factual study will come 
data that will prove either the widespread prevalence 
of irregular procedures, or their infrequency. 

Certainly, if irregularities are found to exist, it is 
time that the medical profession cease protecting, and 
punish those who reflect discredit on the majority. But 
let’s do it in the confines of our own house, not through 
public, sensational, misunderstood innuendoes and ac- 
cusations via the press. 

Many favorable articles have been seen in recent 
months in various publications throughout the coun- 
try with the story of the family doctor as the central 
theme. ‘“The Doctor Everyone Loves,” in the Septem- 
ber issue of McCall’s magazine is a fine pictorial story 
that compliments the medical profession. The July 
issue of Cosmopolitan carries an article entitled “Is the 
Family Doctor Obsolete?”” by David Landman that 
gives the American Academy of General Practice credit 
for the changing attitude towards general practice. “I 
Ama Family Doctor,” by our own Dr. Francis Hodges 
of California in a recent issue of Collier’s, is without 
peer. These articles, as well as many others, all tend 
to counteract our recent unfavorable publicity. Best of 
all is a fine article about the Academy by Paul de Kruif 
which appeared in the February issue of Reader’s Digest 
as a condensation of a longer article published in the 
Academy’s journal, GP. 


Many Problems Remain 


Has the American Academy of General Practice in 
its seven short years of existence solved all the prob- 
lems of the family doctor? Certainly not. The present 
status of the family doctor can be compared to the 
problems of the present Republican Administration 
after a short time in office. When Congress adjourned 
in August, 1953, after its first session under President 
Eisenhower, a reporter asked him how he felt about 
the work done. The President replied: ‘tI know of no 
official in the administration so foolish as to believe 
that we who in January came to Washington have seen 
and conquered all the problems of the nation. The 


138 





future, both immediate and distant, remains ‘ull of 
trials and hazards. The end of our staggering eco iomic 
burden is not yet in sight. The end of the peril to peace 
is not nearly in view.” 

Applying these beautifully spoken words to yeneral 
practice, certainly no officer of the American Academy 
of General Practice is foolish enough to believe that all 
the problems facing that branch of medicine have been 
conquered. However, by its own boot straps, veneral 
practice is lifting itself up and back into its proper 
place in the medical economy. The family physician 
fills a need that only he is able to fill, and at all costs 
this need must be satisfied. 

There is no answer to the riddle of the future of 
general practice other than to say that there have been 
unmistakable signs of a renaissance since the American 
Academy of General Practice appeared on the medical 
scene seven years ago. Renewed interest in general 
practice on an undergraduate level, the trend in post- 
graduate medical education to concentrate on the 
needs of the family physician, the fight for hospital 
privileges for qualified general practitioners, and the 
growing awareness shown by the consuming medical 
public of the need for the personal physician in com- 
munity life—all point toward smoother highways for 
the general practitioner in the years ahead. 

There are those, however, who entirely disagree with 
the philosophy of general practice as exemplified by 
the Academy. Representative of such a disparate phil- 
osophy is Dr. Russell Lee, president of the Palo Alto 
clinic, and professor of medicine, Leland Stanford 
University Medical School, member of the House of 
Delegates of the American Medical Association, and of 
President Truman’s commission to study the needs of 
the nation’s health. He said in a recent speech in St. 
Paul, Minnesota: ‘My own idea for the personal phy- 
sician is that he should be an internist, being an in- 
ternist myself. The general practitioner has occupied 
this position in the past and has occupied it well and 
honorably, but times have changed. What is required 
now is an internist who understands all the ramifica- 
tions of medicine, who has points of contact with all 
other specialists, who is particularly trained in diag- 
nosis and who has a good deal of psychiatric insight. 

This personal physician should be associated with 
a group of specialists covering the whole spectrum of 
modern medicine. It is quite impossible for any one 
doctor to encompass all the knowledge that is neces- 
sary for the care of the ordinary American family. 

‘For instance, babies should be delivered by ob- 
stetricians. The difference in maternal mortality when 
that is achieved is demonstrable. In areas of this coun- 
try where there is good obstetrical care available, there 
is practically no maternal mortality. 
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* All children in the early years of their lives should 
be under the care of a pediatrician. The difference in 
infant and child mortality when pediatricians have 
care of children is striking. I happen to be from an 
area where practically every child is cared for by a 
certified pediatrician. Child mortality in our town of 
Palo Alto, Califernia, is practically zero for other than 
accidents. There is almost no infant or child death ex- 
cept for certain diseases that are completely non- 
preventable. 

“Surgery should be done by trained surgeons and 
not by general practitioners who do it on the side. 
General practitioners may do some things well, but we 
have plenty of trained surgeons.” 

No comment on this is necessary except to say that 
Dr. Lee’s views are currently shared by many prom- 
inent doctors and medical educators. Greater effort and 
vigilance will be necessary in the future if we are to 
counteract this type of philosophy of the practice of 
medicine. Failure to produce a positive answer to men 
like Dr. Russell Lee will mean the end of general prac- 
tice as we now know it. 

[n summarizing the first portion of these remarks, 
may I state that the American Academy of General 
Practice cannot alone be expected to attract, educate 
and distribute young doctors of medicine in the field 
of general practice, nor can it alone provide facilities 
for continuing education, or procure hospital staff ap- 
pointnsents with individually appraised privileges for 
these young doctors. Such problems can be solved only 
by the entire medical profession working together. It 
is, however, encouraging and heartening to watch the 
ever-widening vista of the programs of state medical 
societies, medical schools and the American Medical 
Association, all focused on the fulfillment of these vital 
goals. 


Veterans Medical Problems Unsolved 


Now, let me rapidly cover three or four other press- 
ing problems facing medicine today. The first of these 
problems is that of the medical care currently given 
by the Veterans Administration. By means of an ex- 
panding system of free medical care for illness of any 
kind to veterans and their dependents, the tentacles 
of socialized medicine are slowly but inexorably en- 
circling a people who do not want it. Forty per cent 
of our male population has already served in the armed 
forces, and thus has become eligible to utilize the 
120,000 beds in 169 hospitals built for veterans in this 
country. The Veterans Administration is currently 
treating 100,000 bed patients and countless outpa- 
tients per day, and of those the illnesses of 85 per cent 
have no connection whatsoever with military service. 
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As the present generation of veterans grows older, 
geriatric and domiciliary care will require more and 
more beds. The natural sympathy of a grateful people 
following World War II was responsible for the en- 
thusiasm for this free medical care stampede, but it is 
now being nurtured by political lobbies which neither 
represent nor control the veteran’s vote. These same 
groups are continuing to lobby for increased medical 
benefits for wives and children of veterans. 

Certainly, we of the medical profession have en- 
dorsed and always will endorse the principle of unlim- 
ited care for service-connected illness and disabilities, 
just as we endorse federal care of neuropsychiatric and 
tuberculosis patients who are unable to pay. But, in 
the name of heaven, why should we provide a lifetime 
of free medical service for illness of any kind just be- 
cause a citizen has spent some time in a military train- 
ing camp? 

Certainly the time has come when we must have a 
clear-cut definition of our country’s obligations to its 
veterans of the future. The American Medical Asso- 
ciation is currently doing its best to educate and alert 
the members of the medical profession to an immediate 
need for revision of the present policy of the Veterans 
Administration. If that policy is not revised, then surely 
governmental control of medicine through the sprawling 
Veterans Administration system can be only a matter 
of time. 

The philosophy of the Bricker Amendment and its 
implications for the medical profession should cer- 
tainly occupy some of our consideration these days. 

Early in 1953 Senator John W. Bricker of Ohio, to- 
gether with 63 congressional co-sponsors, recommend- 
ed by resolution the adoption of an amendment to our 
federal constitution, which would limit the treaty-mak- 
ing authority of the executive branch of the federal 
government and thus protect the lives and interests of 
our citizens and our states. Treaties now made by our 
executive branch can become the supreme law of the 
land, if ratified by two-thirds of the Senate. 

American medicine is vitally interested because of 
existing United States “friendship treaties,” 
cause of the covenant and contracts of the Interna- 
tional Labor Organization sponsored by the United 
Nations, which, if properly ratified, could change our 
domestic laws. One of these so-called friendship 


and be- 


treaties, calls for and has resulted in an exchange of 
professional men between the United States and other 
participating foreign countries, regardless of the scien- 
tific standards of those countries or of the professional 
men. Had this treaty been ratified as originally written, 
it would have overridden the requirements of many of 
our state licensing boards. In addition, the Interna- 
tional Labor Organization adopted in 1952 a covenant 
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known as “Minimum Standards of Social Security,” 
packed with socialistic medical proposals, which, if 
ratified by our Congress, would definitely and un- 
questionably establish governmental control of medi- 
cine. 


Foreign Interns Crowd Citizens 


It might be well to point out here that in 1950 and 
*51 there were 2,072 graduates of foreign medical 
schools interning in approved hospitals in the United 
States. In 1951-52 the figure grew to 3,349; in 1952-53 
it was 4,388 and in 1953-54 it was 5,589. Ninety per 
cent of these foreign graduates are non-English speak- 
ing. At the present time 64 per cent of the interns in 
approved hospitals in the state of New Jersey fall into 
this category. Only one of five of these foreigners from 
schools which, in many instances, are not approved by 
the Council on Medical Education and Hospitals, 
passed the National Board of Medical Examiners’ ex- 
amination after three to five years in our hospitals. 

In many instances, these men return to their coun- 
tries after spending internships and residencies in this 
country, and immediately apply for re-entry into this 
country under the immigration quota. Many of them 
are gaining admission and setting up practice. This 
procedure, if allowed to continue and grow, as statisti- 
cally it appears to be doing, can result only in lowering 
standards of medical care. 

The Bricker Amendment was defeated, but the basic 
issue is not dead. As doctors, because of the dangers 
not only to our profession but to the welfare of our 
country in general, we must support other proposals 
which will surely evolve in the future, and which will 
effectively plug what appears to be a loophole in our 
constitution. 

Third, let us consider the panel system of medical 
practice. I refer here to such groups as the Health In- 
surance Plan of New York, the Kaiser-Permanente pro- 
gram, the Henry Ford Hospital in Detroit, and others. 
Involved in such insurance panel practice are the prin- 
ciples of freedom of choice of physician, the question 
of how efficient such panel practice is, the matter of 
control of medicine by nonprofessional personnel, and 
so on. Such systems as these, as is true with the Veter- 
ans Administration, could be moved into Washington 
overnight and henceforth controlled by a national 
medical czar. 

Whether such systems are here to stay and whether 
they will increase is not known. I sincerely hope not. 
Three million people are currently covered under such 
systems. Health Insurance Plan of New York has 
moved 400,000 patients into 30 medical groups, served 
by 950 doctors. 
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Labor Sets Up Own Health Plan 


Labor Unions have plans which are just as ambitious 
as that of HIP. The San Francisco Labor Cou:cil— 
not a single union but 141 local American Federation 
of Labor unions with 187,000 members, and 300,000 
dependents—has recently approved a program which 
may have far-reaching effects on medical practice in 
cities the country over. 

That program would involve the construction of 
labor health centers, to cost up to $400,000 each, and 
to provide comprehensive medical care of all types, 
including home, office and hospital care, as well as 
all preventive services to all members and dependents, 
comprising over 50 per cent of the entire population 
of the city of San Francisco. The entire pineapple in- 
dustry of the Territory of Hawaii has recently been 
organized into a group based on the Health Insurance 
Plan of New York. In fact, the Medical Director of the 
Health Insurance Plan of New York was loaned to the 
group in Hawaii, in order that he might advise them 
on the mechanics of organization. The city of Milwau- 
kee has recently begun a plan with Arthur Altmeyer, 
one of the old Social Security crowd under Oscar 
Ewing of the Truman Administration days, as a spon- 
sor. Many other such plans are apparently under-way 
throughout the entire country. 

Every doctor in the United States must be alerted 
to the terrific threat to private practice and to freedom 
of choice of physician that these plans entail. They 
even threaten the complete extinction of the private 
practice of medicine as we now know it. If these plans 
are sound, they are bound to expand. If not, they will 
fail under the impact of their own mistakes. This prob- 
lem, over the next few years, should bear closest obser- 
vation by all organized medical groups and by every 
individual physician in this country. 

The fourth and last problem is that associated with 
voluntary prepaid medical care plans. In this complex 
field of medical economics, the public and the medical 
profession are moving rapidly toward a crisis. More 
members of voluntary health plans are being hospital- 
ized daily. 

In 1941 one in ten was hospitalized, in 1953 one in 
seven. In this country 91,000,000 people now carry 
hospitalization insurance, 73,000,000 carry surgical in- 
surance, 45,000,000 are insured in Blue Cross alone, 
36,000;000 carry medical care insurance and 25,000,000 
have Blue Shield coverage. All this tremendous cover- 
age has been achieved since 1940. Blue Cross enroll- 
ment is increasing at a rate of 5,000,000 per year, and 
commercial carriers are exceeding even that rate. The 
acceptance of the voluntary principle as applied to 
sickness insurance has been the most rapid and com- 
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plete in the history of the institution of insurance in 
America. 

However, those hospitalized under such plans are 
now being given more service, and hospital costs are 
rising at the rate of 1 per cent per month. All this adds 
up to a growing utilization of health plans up to the 
jimit of coverage by the patient, as well as to unneces- 
sary and improper utilization by the physician. A 
single day’s study was made in one well-known 185- 
bed hospital. Twenty-five patients who were in the 
hospital and who had been there for more than two 
weeks or longer were studied. Of those, 19 were cov- 
ered under Blue Cross. Of those 19, 16 were ambula- 
tory and could have been sent home. Five were in casts 
and were waiting for x-rays or cast changes to be done 
ien days later. Three were well-controlled diabetics. 
One was an 80-year-old man who had been put in the 
hospital so his family could celebrate Christmas with- 
out him. Ten had orders that would allow them week- 
end leaves from the hospital. On the day that the 
trustees made the results of the study known to the 
staff, 15 patients out of the 25 under study were 
discharged. 

These practices are not confined to that hospital 
alone. Similar studies show that they exist all over the 
country. It is a basic economic fact that the greater the 
utilization, the greater the cost of premiums in any 
insurance plan. How far then can we go? 

Therefore, the greater the abuse, the higher the 
premium, resulting in an endless process, which, like 
previous problems discussed, can result only in gov- 
ernment control of medical care if such abuse is not 
abolished. When the consuming public throws up its 
hands and says that it can no longer afford medical 
care under a voluntary system of health insurance, at 
that very moment the federal government will step in. 


Culture Among Physicians 


Arrer 40 years of teaching medicine to graduates and 
undergraduates I have the unhappy feeling that most of 
the men whom I have watched as undergraduates, interns, 
residents, and graduate students, preparing for a specialty, 
were not interested in becoming learned and widely ex- 
perienced and wise. They were interested in getting a 
certificate of 3 years’ attendance that would enable them to 
lake an examination, which, if passed, would give them a 
listing as a specialist. The less effort used in getting this 
certificate, the better. 

The saddest moment in my teaching life came one day 
when, going into a library that had been used for half a 
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Physicians Must Police Ranks 


Doctors alone are not responsible for creating such a 
situation. Many factors are contributing to the abuse. 
The important point is that doctors alone can save it. 
By educating our colleagues to the grave danger, by 
working through county and state societies and hospi- 
tal staffs, we can police our own ranks and get back toa 
sane, judicious use of voluntary health insurance. The 
institution of voluntary prepaid health plans, unfetter- 
ed by government interference, is the most potent 
road block in the path of socialized medicine. Let us 
preserve it at all costs. 

It has not been my intention to present to you a 
dismal picture of the general practice of medicine in 
1954. We may liken the practice of medicine to gov- 
ernment under a democracy. As bad as a democracy 
can get at certain times, it is far better than any other 
form of government devised to date. 

Likewise, as pessimistic as we are about the present 
status and the future of American medicine, it is by far 
the best system in the world. But here is the important 
thing—we can make it better. The challenge is present. 
No one of us can meet it alone, but our individual 
responsibility is crystal clear. Any doctor who fails in 
these trying times to participate in and foster medical 
activities on the level of his county society or of his 
constituent chapter of the American Academy of Gen- 
eral Practice, is derelict in his duty to himself and to 
his chosen profession. In that participation each must 
bear a share of the responsibility. The pleasure de- 
rived from serving the medical profession through con- 
tributing to the high purposes of our calling far out- 
weighs the price paid in time, money and effort. 
Through such service, medical problems can and will 
be solved. 


century by hundreds of graduate medical students, I pulled 
down the copy of Osler’s Aequanimitas and Other Addresses 
to get a reference I wanted to quote. What was my shock 
when I found that this book, published about 1904—this 
book which since my youth has been to me a source of great 
spiritual and mental stimulation—had not had its pages 
cut. It had never been taken out or read! 

What can a teacher do with men who have no desire for 
a wide education? 

Watrer C. ALVAREZ, M.D. 

Professor of Medicine Emeritus, 
University of Minnesota (Mayo Foundation) 
15 October 1954. 
(From a “communication” to Science, 120: 896, 1954.) 
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HOW TO CONDUCT A MEDICAL PROGRAM (HOSTMANSHIP) 


BY E. GREY DIMOND, M.D. 





RECENT LITERATURE has been replete with advice for 
medical speakers. Guidance in platform conduct, slide 
preparation, and subject is freely offered to the aspir- 
ing lecturer. 

My own experiences over a six-year period covering 
the medical Chautauqua have convinced me that simi- 
lar ground rules need to be expressed for the recipient 
half of the program. The hopeful efforts of the per- 
former fail unless the audience also plays out its role. 

Looking back over these personal adventures, and 
with the anticipation of more experiences yet to come, 
I have prepared this essay on Medical Hostmanship. 


Code of Conduct for Medical Hostmanship 


Let us assume that you have been given the respon- 
sibility, by the president of your organization, for 
developing a scientific program, obtaining a speaker, 
and arranging for the meeting place. These duties 
usually are concealed behind the title “Program 
Chairman.” The problems facing you can be discussed 
chronologically. 


I. OPENING CORRESPONDENCE 


In contacting the desired guest speaker, the initial 
contact is best made by letter. True, the long distance 
telephone offers a personal way of obtaining immediate 
results, but the letter, from the viewpoint of the speak- 
er, offers a buffer of time. Upon receiving the letter, the 
speaker may think over his calendar of commitments, 
investigate the merit of the organization, and perhaps 
develop a convenient excuse. 

Your invitation should be extended several months 
prior to the meeting. Medical speakers usually have 
practice, teaching and research commitments and are 
able to fit in guest appearances only by careful calendar 
planning. 


II. CORRESPONDENCE SuBJECT MATTER 
Very careful attention should be given to the details 


offered in the initial letter. The name and purpose of 
the organization, with an honest statement of the ex- 


142 


pected size of the audience (See: A Night in Indiana), 
should be included. The Greater Mid-West Scholastic 
Institute may be the fagade for a group of 20 Ph.D. 
candidates, while the Fortnight Club may represent the 
elite of a great university. A paragraph listing previous 
guest speakers will indicate the caliber men your group 
attracts and may serve to entice the wary Master. 

Other speakers appearing on the same program and 
their subjects should be described. If more than one 
speaker is invited, try to obtain men of similar stature. 
The assistant professor from your regional medical 
school might feel uneasy discussing stress if the second 
speaker were Hans Selye. 

Give the speaker an idea of the physical plant in 
which he will speak. If, from previous experience, you 
know that your meeting place is impossible to darken, 
warn the speaker that colored slides are unsatisfactory. 

Describe the teaching equipment which you will 
have available. Specify the size of slide which you are 
prepared to project. Indicate if you are able to provide 
a well-lighted blackboard (See: A NiGut Nn Missouri). 

Give the speaker some latitude in subject matter 
choice. Although your group may request ‘“Sympa- 
thectomy in Hypertension,” the speaker may be cur- 
rently interested in, and actively studying, “Rauwol- 
fia Serpentina.” This enthusiasm and personal expe- 
rience will guarantee your group a stimulating paper. 

Specify whom you are inviting. Does the invitation 
include his wife? Frequently, a speaker will accept an 
invitation if it includes his wife, simply because it of- 
fers them a chance to holiday together, away from the 
practice and family. 

Specify the financial arrangements. This will gra- 
ciously protect your guest from the embarrassment of 
raising the question. Indicate exactly the circum- 
stances: travel? lodging? honorarium? are his wife’s 
expenses included? 


III. Fottow-up CORRESPONDENCE 


Upon receiving an acceptance, a second lettet should 
be composed in which details of arrival, departure. 
transportation and lodging are described. For the 
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usual guest, the best manner in which to arrange these 
details is to appoint a member of your organization as 
“sponsor” or “chaperone” or “personal host.” Within 
the membership, it is usually possible to select an indi- 
vidual who, through previous experience, is already 
known to the guest. This individual should assume 
responsibility for meeting the guest at the point of ar- 
rival, providing transportation, and personally escort- 
ing him to the meeting place. The escort’s responsibil- 
ity should not end here. All too often, the guest is 
allowed to fade silently away after his performance, 
toting his slide box. It is important to realize that the 
speaker is a guest from the moment he arrives by plane 
or car until he is safely on the way home. 


IV. Frnat TELEPHONE CONTACT 


One week prior to the program it is necessary to 
contact the speaker again. This should be by telephone 
and will serve as a general safeguard; first, to make 
certain the speaker has not forgotten the commitment, 
and second, to be certain he is still available. Let me 
clarify my meaning by reference to the recent experi- 
ence of a near-by society: the program chairman had 
not learned that the expected speaker had passed on 
after accepting the invitation. 


V. HoNORARIUM 


Within our profession, there is a general repugnance 
for discussing fees and charges. This carries over into 
professional speech-making. However, it seems only 
proper that the host organization should not only re- 
imburse all expenses but, in addition, provide an 
honorarium. 

The desirability of an honorarium is subject to some 
disagreement. Some of the Midwestern clinical societies 
have vigorously held out against such a gratuity, in- 
sisting that the professional teacher has a mission and 
obligation to his fellow physicians; however, it seems 
reasonable to partially recompense the effort and time 
contributed by the speaker. 

The final decision should properly be based on the 
appropriateness of the circumstances. A small county 
society, hearing a regional speaker, is in a different 
circumstance from the national assembly inviting the 
international personality. 


VI. Day or ARRIVAL 
|. Before the Meeting 


As described above, a member of the society should 
be given the responsibility of being the personal host. 
Through preliminary planning, this personal host 
should be free of most of his daily duties and available 
with proper transportation at the point of arrival. If at 
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all possible, the time of arrival should be sufficiently 
ahead of the meeting to permit the guest a period of 
rest in his hotel room. 

If press interviews or photographs are planned, 
these should be deferred until the guest has perhaps 
washed, shaved and put on a clean shirt. 

Frequently, the guest speaker may have old friends 
in the community and be anxious to visit with them, or 
perhaps has planned to be their house guest. The 
sponsoring society should understand this double 
purpose of the visit and not attempt jealously to shield 
their speaker. 


2. At the Meeting 


The guest should be escorted to the meeting. Again, 
the need for this will depend upon the circumstance. 
Frequently, especially at county society meetings, the 
speaker will arrive in his own automobile at the meet- 
ing place, some few mintues before the dinner and 
scientific program. If so, the program chairman should 
immediately come forward and warmly introduce him- 
self. Other members of the society all too often tend to 
stand in small groups, talking and laughing, while the 
hapless program chairman attempts to engage the 
guest. Instead, all members present should come for- 
ward, introduce themselves, and personally express 
their appreciation of the speaker’s presence (See: A 
NIGHT IN TEXAs). 


3. The Dinner 


The occasion of a dinner meeting would seem to be 
the proper time for a truly spirited menu. However, 
culinary imagination seems to revolve around baked 
ham, boiled potatoes, extremely hard rolls and a tired 
tossed salad. Not only would the general quality of the 
meeting be improved, but undoubtedly the attendance, 
if more vital thought were given to the food. Although 
this responsibility is not exactly in the realm of the 
program chairman, still, he should give it some con- 
sideration. 

If the dinner is in a public dining room and tickets 
are necessary, either provide your guest with a ticket 
before the dinner or sit next to him. It is disconcerting 
to have a harried waiter peremptorily demand a chit 
and become insistent when you claim innocence. 


VII. THe MEETING PLACE 


A suitable meeting place is often difficult to find. 
Certain general rules can be followed, however. It is 
better to have the room crowded than barrenly empty. 
Any speaker, no matter how skillful, loses effectiveness 
in a large, cold, partially filled voice-trap. 

If the occasion is after dinner, delay the scientific 
program until the tables are cleared. Don’t subject the 
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speaker to the competition of clashing dishes. Along 
this same line, request the management for assurance 
that an adjoining meeting room will not be the site of 
an Old Grads rally (See: A Nicut In Missouri). 
Ventilation and lighting are your responsibility. If 
the room is small and difficult to air, request that mem- 
bers do not smoke. Adequate lighting refers not only to 
quality, but to control. Some member of the organiza- 
tion should be completely familiar with the room’s 
switchboard, able and available to dim and brighten 
lights instantly. How often have you heard a speaker 
plaintively requesting and repeating, “May I have the 


lights, please?” 


VIII. EquiemMent 


The speaker’s slides should have been in your hands 
long before his introduction. The proper equipment is 
presumably already on hand as a result of your initial 
correspondence. Before the audience is seated, you or 
your helper must try one of the slides, familiarizing 
yourself with the marking, indicating the spot for your 
right thumb. The lens should be adjusted for sharp 
focus and the slide sitting in the bracket, waiting (See: 
A Nicut tn Missouri). A special effort should be made 
to indicate to the speaker the location of the pointer, 
chalk and eraser. 

If sound equipment is to be used, totally adjust it as 
early as possible. The fading voice, the booming bass, 
the feed-back hum, are all problems to be solved before 
the speaker begins. 

IX. THe AUDIENCE 

The members of any medical organization never ar- 
rive on time. There are certain obvious excuses. How- 
ever, the program chairman or the presiding officer can 
partially spare the speaker the annoyance of competing 
with newcomers by carefully appraising the room and 
noting if considerable numbers are continuing to ar- 
rive. If so, he should hold off on his introduction. 
Second, he can insist that those present sit in a central 
group at the front of the room. Scattering of the au- 
dience in the last five rows does not give the speaker 
the feeling that the audience is “hanging on every 
word.” 


X. INTRODUCTION 


Frequently, the program chairman is the only man of 
the society present who has made himself familiar with 
the speaker’s background and subject matter. Conse- 
quently, the presiding officer will stand, and in a halt- 
ing manner read from a piece of paper (crumpled) the 
speaker’s name (occasionally mispronounced), his sub- 
ject matter (hesitating over the words foreign to his 
own specialty). After this sparkling send-off, the 
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audience will encourage the speaker with a small, ejer- 
vating round of applause. The speaker’s first words are 
usually lost amidst the clashing of dirty dishes and the 
vigorous personal conversations of the usual late 
arrivals. 


XI. THe SPeEcH 


From the moment the speaker begins, he is at your 
mercy. His carefully prepared slides, free of thumb 
prints, his clear delivery, sparkling with humor but 
still dignified, his obvious grasp of his subject, all are 
at your mercy. 

Show the last slide first. Then, the first slide upside 
down. As he weakens, persist in keeping each slide 
slightly out of focus. Difficulty in getting the lights 
out, augmented by greater difficulty in getting them on 
again, plus a humming loud-speaker and no light on 
the lectern, will complete his disintegration. 


XII. Post-SpeecH AMENITIES 


Medical speakers, like all other performers, wax on 
applause. Of course, the program chairman can only 
contribute his share, and claques are seldom arranged. 
The entire society must cooperate. Immediately upon 
the speaker’s conclusion, the presiding officer should 
rise and express his sincere thanks. This will conclude 
the program unless the organization provides oppor- 
tunity for questions. Here again the program chairman 
is useful. During the speaker’s presentation, he should 
be composing one or two questions, and in the vacuum 
following the request for floor questions, submit them. 
This will frequently break the ice and lead to a stimu- 
lating question and answer period, often the most re- 
warding part of the program. 

After the speech is ended and the members of the 
society have again come forward and repeated their 
thanks and appreciation, the guest either leaves by his 
own car, is returned to the hotel, or taken to the point 
of departure. Above all, don’t let the lonely man beat 
his way to the back of the room to get his slides through 
a milling group again only interested in its own 
activities. 


XIII. Frnat CorrESPONDENCE 


A few days after the meeting, a final thank-you note 
should be sent. Any reimbursement for expenses 
should be included. This completes the duties of the 
program chairman. 


Case Reports 


To illustrate more fully by example, I am attaching 
three case histories selected from my own speaking 
file: 
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A tri-county medical society in Central Texas in- 


vited me to give a 30-minute presentation at its monthly 
medical meeting. It was a pleasant 50-mile drive, so I 
asked my wife to join me. We arrived at the meeting 
place, parked, walked inside and stood. Approximately 
20 people were in the room, standing in small groups, 
visiting and enjoying a pre-dinner drink. Each group 
surveyed us, then returned their gaze to their partners. 
It was obviously a happy, well-acquainted group. After 
some minutes, a healthy, booted physician detached 
himself and came over. Upon learning our identity, he 
encouraged us by saying that our sponsor would be 
along later; then again joined his group. 


A Night in Indiana 


Lh Aah hh 


A society in Indiana invited an associate and myself 
to appear before the organization. In the initial corre- 
spondence, we were informed that the organization had 
1,100 members. We were flattered and prepared rather 
formal addresses. The program chairman very courte- 
ously met us at the airport and took us to our hotel 
oom. fn route, we learned that the society did have 
100 members but this was not a meeting of the total 
‘ociety but a regional meeting, and there might be 90 
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I attempted to buy us a drink, but was informed that 
this was a “dry county” and the only liquor present 
was from each individual’s locker. Our sponsor did not 
arrive but telephoned his apologies, and we followed 
the group in to dinner, quite dry. The meal was excel- 
lent, the projection equipment good. However, before 
coming to the scientific part of the program, the society 
conducted its business meeting. This was an hour and 
15-minute discussion concerning the society’s stand on 
fluoridation of drinking water. It was finally referred to 
a committee. 

Our departure from the meeting was in the same 
quiet, unpretentious manner. 








- 


‘ 


present. He was not certain of this because there were 
several other conflicting meetings. Actually, there were 
18 in the audience. 

The meeting was held in the basement of a church 
and the windows could not be opened. No lighting was 
available for the blackboard, so my associate and I took 
turns holdinga goose-neck light, illuminating the board. 
The ladies’ auxiliary also expected a much larger group, 
and we had an abundance of food. 
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My experiences reached their nadir in the Union Sta- 
tion in Kansas City, Missouri. My interest in preparing 
this article dates specifically from a dinner meeting held 
in the mezzanine dining room. The mezzanine dining 
room is a somewhat open balcony arrangement and the 
voices of those eating in the public dining room on the 
main floor tend to drift upward. Immediately adjacent 
to this mezzanine is another private dining room, sepa- 
rated by folding doors. On this particular evening, vet- 
erans of a World War I army unit were celebrating. 
These two natural hazards, the voices from below, and 
the singing and bugling next door, were considerable. 
My problem was made more grave when I was informed 





that a projector was available, but the young physician 
who actually knew how to operate it had been called to 
duty. An hour later, after focusing each of my own 
slides, walking to the front of the room, discussing 
them, then returning to the rear of the room and plac- 
ing the next slide (40 slides), my own verve fading as 
the strength of the artillery unit increased, I decided to 
return to my study and write this paper. 


Dr. Dimond is professor of medicine and chairman of the depart- 
ment of medicine at the University of Kansas Medical School, Kansas 
City, Kansas. We are indebted to him for both the article and illus- 
trations. — PUBLISHER 





Program for Prevention of Suicide 


FOLLOWING is an outline of a program that would help 
reduce the number of suicides: 

1. Education of physicians and laity on ways and means 
of preventing suicide, especially early detection of de- 
pression; the relationship to accident proneness; and legal 
restraints upon use of barbiturates. 

2. Establishment of lay associations devoted to pre- 
vention of suicide through education about danger signals 
and motives for suicide; and through encouragement of 
individuals with suicidal impulses to come for help to 
psychiatric clinics. 

3. Education of police in how to deal with suicidal 
attempts. 

4. Education of hospital administrators on their respon- 
sibility to include adequate, complete psychiatric treatment 
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of all persons brought into hospital emergency depart 
ments on account of attempted suicide. 

5. Research on case records in order to increase under- 
standing of motives and therefore of means of prevention; 


also complete studies of the presuicidal type of personality, 


in the effort to spot potential suicides. 

6. Education of nonpsychiatric practitioners into how 
to recognize psychotic depressions and how to obtain 
family cooperation in getting the patient under psychiatric 
treatment, with notification of police in cases in which 
the patient is uncooperative. 

7. Registration of suicidal attempts, with report of all 
suicidal attempts to public health officers, in the same 
way that reportable diseases are required, with follow-ups 
by public health nurses in order to insure that the patient 
is receiving adequate psychiatric care. 

—A. E. BENNETT, M.D. 
California Med. 81:396, 1954 
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Attendance at AAGP Los Angeles Scientific Assembly Sets All-Time High 


Congress of Delegates Names Dr. John S. DeTar President-Elect 
Dr. Malcom Phelps Heads Board of Directors 


THE MaGic of number seven—the Academy’s Seventh 
Annual Scientific Assembly—was mirrored in the faces of 
6,081 physicians, technical and scientific exhibitors, wives 
and guests who set a new Scientific Assembly attendance 
record this year in Los Angeles. 

The scientific program engineered by the Committee on 
Scientific Assembly, headed by Dr. Andrew Tomb of Vic- 
toria, Tex., was acclaimed by 3,377 doctors which bettered 
last year’s physician registration by 524. Capacity audiences 
in Shrine Auditorium from Monday, March 28, through the 
final session on Thursday were proof of the interest main- 
tained throughout the meeting. Panels on a wide variety of 
medical subjects teamed up with individual speakers to 


Shrine Auditorium was filled to capacity each of the four days of the 
Scientific program to swell physician attendance to 3,377, surpassing 
last year's record doctor-attendance of 2,853 by 524. 


GP Way 1955 


make this Assembly the most worth while, hour-and dollar- 
wise, for every physician. 

The remainder of the registration total included 121 
scientific exhibitors, 935 technical exhibitors and 1,648 
ladies and guests—including students and interns. 

The election of new officers by the Congress of Delegates 
provided further unanimity—all candidates presented by 
the nominating committee were unanimously elected to the 
respective posts. Dr. John S. DeTar of Milan, Mich., is the 
Academy’s new president-elect. Dr. Malcom Phelps of 
El Reno, Okla., was elected vice president; Dr. James D. 
Murphy of Ft. Worth, Tex., speaker of the Congress of 
Delegates, and Dr. Daryl Harvey, its vice speaker. The 











Dr. John S. DeTar of Milan, Mich. 
is the new president-elect of the 
AAGP. Having completed four 
terms as speaker of the Congress 
of Delegates he will take over 
the reins as president next year 
in Washington, D. C., succeeding 
Dr. John R. Fowler of Barre, 
Mass. 


The distinct honor of holding two 
high offices goes to Dr. Malcom 
E. Phelps of El Reno, Okla., who 
was elected chairman of the new 
Board of Directors after being 


HY rn lectad 


as the 





Academy's vice president on 
Monday. 















cer ies in the Golden State Room at the Statler on 
Wednesday evening provided the setting for this warm handshake 
between retiring President W. B. Hildebrand of Menasha, Wis. (left) 
and his successor—the new president, Dr. Fowler. 
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three new members of the Board of Directors are Pp; 
Charles C. Cooper of St. Paul, Minn., Dr. D. Wilsoy 
McKinlay of Spokane, Wash., and Dr. Fount Richiardsoy 
of Fayetteville, Ark. 

When the new board met following the close of the 
Assembly it elected Dr. Phelps chairman of the Board of 
Directors. Dr. Holland Jackson was re-elected to his fourth 
term as treasurer. The Executive Committee now is com. 
posed of President John R. Fowler, Board Chairman Phelps, 
board member, Dr. Cyrus W. Anderson; and Treasure; 
Jackson. Several new commission chairmen were named. 
Dr. Joseph Lindner heads the Commission on Education: 
Dr. Charles Cooper, the Commission on Hospitals; Dr, 
Cyrus Anderson, the Commission on Legislation and Pub. 
lic Policy and Dr. William Sproul was re-elected chairman 
of the Commission on Membership and Credentials. 

New committee and commission assignments will be 
made this month, but two emergency appointments were 
made to the Committee on Scientific Assembly. Drs. Robert 
F. Purtell, Milwaukee; and John Bender, Winston-Salem, 
N. C., were named to replace Dr. T. E. Robinson, Salt Lake 
City and Dr. Tomb whose terms expired. 

The most notable action of the Congress of Delegates 
dealt with increased membership standards, re-evaluation 
of postgraduate study, general practice residencies, prepaid 
medical insurance and hospital accreditation. Some 67 
amendments and resolutions were acted upon following 
prodigious studying by the various reference committees. 

An amendment calling for increased standards of mem- 
bership in the Academy, requiring (1) two years of accept- 
able graduate training, or (2) one year of graduate training 
followed by two years of general practice, or (3) three years 
of general practice, was adopted. Recommendations for 
changes in definition and evaluation of postgraduate stud) 
were referred to the Commission on Education for study. 

The delegates also voted: To adopt the use of a seal of 
recertification of members which would indicate the num- 
ber of recertifications. That an Associate Member must be 
elected to active membership within one year after becom- 
ing eligible for active membership. To request the Joint 
Commission on Accreditation of Hospitals to revise its 
Standards to permit the general practice department in a 
hospital to conduct monthly clinical meetings to avoid 
duplication of clinical reviews. 

A resolution requiring a general practice section in train- 
ing hospitals as a prerequisite to approval of general prac- 
tice residencies in such hospitals was rejected. 

A luncheon sponsored by Baker Laboratories for mem- 
bers of the Building Fund Committee boosted the Building 
Fund with some $3,050 in cash and pledges. Dr. Harrol 
W. Baker, president of Baker Laboratories, took the lead 
in presenting a check for $1,000. 

The ladies had delightful entertainment under the 
direction of Mrs. Merlin Newkirk and her committee. 

At the close of the Assembly more than 300 members and 
wives went to Hawaii to attend the Invitational Scientific 
Congress of the Hawaii Territorial chapter in Honolulu. 

Next year the Eighth Annual Scientific Assembly will be 
held March 19-22 in Washington, D.C. 
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The 1954-55 Board of Directors, in its last working session on Thurs- 
day preceding the opening of the Seventh Annual Scientific Assembly, 
put in a full day winding up its year’s work as the Academy's govern- 
ing body. Clockwise around the table beginning on the lower left are 
Dr. Holland Jackson, Dr. William Shaw, Dr. Fowler, Dr. William Sproul, 
Miss Helen Cobb, secretary to Executive Secretary Mac F. Cahal; Mr. 
Cahal, Dr. Ivan C. Heron, chairman; Dr. DeTar, Dr. Hildebrand, Dr. 
Cyrus Anderson, Dr. Joseph Lindner, Dr. Fred Simonton, Dr. E. |. Baum- 
gartner and Dr. Phelps. (Another director, Dr. Arthur Haines, was ill 
and unable to attend the Assembly.) 


Ready for the 1955-56 year, the new Board of Directors went into 
session immediately following the close of the Assembly. Seated left 
to right are Drs. Si ton, DeTar, J 
Fowler, Anderson and Lindner. In the back row, left to right, are Drs. 
Baumgartner, D. Wilson McKinlay, Charles C. Cooper, James D. 
Murphy, Fount Richardson, Hildebrand, Sproul, and Mr. Cahal. 


i , Phelps, the new chairman; 





Dr. Ivan C. Heron of San Fran- 
cisco, retired this year as chair- 
man of the board, after holding 
this top post the past two years. 
Here he is shown giving his an- 
nual report to the Congress of 
Delegates. 


Protector of the Academy's purse 
strings, Dr. Holland T. Jackson of 
Ft. Worth, was re-elected to his 
fourth term as treasurer by the 
new Board of Directors. 


Newly-elected members of the Board of Directors are Dr. D. Wilson 
McKinlay of Spokane, Wash., Dr. Charles C. Cooper of St. Paul, Minn., 
and Dr. Fount Richardson of Fayetteville, Ark. They succeed retiring 
directors, Dr. Ivan C. Heron of San Francisco, Dr. William Shaw of 
Fayette, Mo. and Dr. Phelps. Actually Dr. Phelps, by being elected 
vice president of the Academy, remained on the board and then was 
elected its chairman. 
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A portion of Pacific Ballroom where Congress was convening wa; 
reserved for national officers, state chapter delegates and specia| 
guests. 


Newly-elected speaker of the Congress of Delegates, Dr. James D. 
Murphy of Ft. Worth (right), welcomes the newest member of his team, 
Dr. Daryl Harvey of Glasgow, Ky., who is now vice speaker 





Fifty-two state and territorial chapters were represented at the open- 
ing session on Saturday of the Congress of Delegates that legislated 
some 67 amendments and resolutions before recessing on Monday 
noon. In the picture at the left are the persons who were at the speak- 
er’s table. Left to right are Dr. Jackson, treasurer; Executive Secretary 
Mac F. Cahal, Miss Cobb, his secretary; President Hildebrand, Speaker 
DeTar, Dr. Murphy, vice speaker; and Dr. Heron, board chairman. 
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The success story of the Seventh Annual Scientific Assembly can be 
traced to this quintet (shown below). Left to right, Dr. Heron as board 
chairman, Dr. Andrew Tomb of Victoria, Tex., as chairman of the Com- 
mittee on Scientific Assembly; Mr. Cahal as executive secretary, Dr. 
Hildebrand as president, and Dr. Merlin Newkirk as chairman of the 
Local Arrangements Committee all have earned a share of the laurels 
for their prodigious work in getting the Assembly under way and mak- 
ing it one of the finest ever held anywhere. 


“This isn’t exactly the way we 
do it in Texas,” Dr. James D. 
Murphy of Ft. Worth, toastmas- 
ter for the annual delegates’ 
dinner, might have been telling 
his appreciative audience. 


The delegates were enjoying a 
bit of relaxation following busy 
sessions which lasted Saturday 
through Monday. 


y 


. 


P May 1955 


Sharing in the honors to come out of such a successful meeting is this 
Committee on Scientific Assembly that planned, as far as two years in 
advance, the scientific program, which was the primary drawing card. 
Seated left to right are Mr. Greer Hermetet, executive assistant from 
the headquarters staff in Kansas City; Dr. Andrew Tomb, the commit- 
tee chairman; and Dr. Francis P. Rhoades. Standing, left to right, are 
Dr. Hugh H. Hussey, medical editor of GP who serves as an ex officio 
member; Dr. Joseph S. DeVitt and Dr. T. E. Robinson. Two other mem- 
bers, Dr. E. |. Baumgartner and Dr. Lovis Weiner, are not shown. 


Just a little horseplay at the head table shows Dr. Hildebrand trying 
on a ten-galion number for size. 











Participants on the program of the annual State Officers’ Conference 
are shown at the speakers’ table in the picture below. Left to right are 
Dr. E. Sinks McLarty of Galveston, Dr. Robert Davison of the University 
of Tennessee, Dr. Robert Purtell of Marquette University, Dr. Albert 
Dix of Mobile, Ala., Dr. John Walsh of Sacramento, conference chair- 
man; Dr. William Shaw of Fayette, Mo., Dr. Donald Kast of Des Moines, 
la., conference secretary, Board Chairman Heron, President Hilde- 
brand and President-elect Fowler. The audience was comprised of 
state chapter officers. 


Kentucky, lowa and Washington chapters walked off with member. 
ship honors in 1954. During the State Officers’ Conference, Dr. William 
Sproul, chairman of the Commission on Membership and Credentials, 
presented plaques of award to the three chapters for their records. Dr, 
Sproul (left) is shown presenting the third place award to Dr. John 0, 
Milligan of Seattle who represented the Washington chapter. The first 
place plaque which went to the Kentucky chapter is held by Dr. Daryi 
Harvey of Glasgow, Ky., the Academy's new vice speaker of the 
congress; and Dr. Donald Kast of Des Moines representing the lowg 
chapter, holds the second place award. 


A buffet lunch awaited state officers following their annual confer 
ence this year in the Biltmore Hotel. 
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More than 2,500 Academy members and their wives attended the 
President's Reception, the social highlight of the Assembly. Shown 
here are a group greeting Academy officers and their wives in the 
receiving line. At the far right Dr. D. Wilson McKinlay, a new member 
of the Board of Directors, greets retiring vice president, Dr. John R. 
Bender, and Mrs. Bender and retiring board chairman, Dr. Heron, and 
Mrs. Heron. 


Press coverage of the Seventh Annual Scientific Assembly is being 
studied by Mr. John Bach (with pointer), director of press relations for 
the AMA, and Executive Secretary Mac F. Cahal. These particular 
clippings were taken from West Coast newspapers. 


Dungeness crabs stole the show in the Washington chapter's hospi- 
tality room which was maintained in Hotel Statler throughout the 
Assembly. It was typical of hospitality offered by many of the state 
groups during the meeting. Among those who enjoyed the feast of 
whole baked salmon, oysters and whole and cracked crabs were 
(left to right) Mr. Cahal, Dr. Francis Hodges of California, Dr. D. Wilson 
McKinlay of Spokane, Dr. John O. Milligan of Seattle, Dr. Charles E. 
McArthur of Olympia who supervised the room, Dr. Erroll Rawson of 
Seattle and Dr. DeTar. 


First in line to greet Academy guests were the new president, Dr. 
Fowler, and Mrs. Fowler and the reception honoree, Dr. Hildebrand, 
and Mrs. Hildebrand. 


Guests mingle around one of the many magnificent tables of hors 
d’oeuvres—each table was centered with a high standard of Los 
Angeles’ official flower, the bird of paradise. 





























On Monday afternoon the ten 
winners of the Mead Johnson 
General Practice Scholarships 
were announced by Dr. Fred 
Humphrey, chairman of the 
Academy's Mead Johnson 
Award committee. Each of the 
winners, all interns, will receive 
$1,000 to help in taking general 
practice residencies that will be- 
gin in July. 


M & R Award presentations to Dr. George J. Boines of Wilmington 
Del. and Dr. Francis T. Hodges of San Francisco were made by Dr. 
Faris F. Pfister of Webster, S. D., chairman of the Academy's M & R 
Award Committee, during the Tuesday afternoon scientific program. 
Persons who gathered on the stage to congratulate the two winners 
were (left to right) Richard M. Ross, vice president and general man- 
ager of M & R Laboratories, Dr. Pfister, Dr. Boines, Dr. John Mosher, 
chairman of GP's Publication Committee; Dr. Hodges, Dr. Hugh H. 
Hussey, GP's medical editor; and Mr. Cahal, the publisher. 


ROUTING 
| CHEST X-RAY 
op ROSPITAL ADMISSIONS 


WILL: 
PROTECT MOUPITAL PERSONNEL 
sam tee 


Some 300 doctors took part in the routine hospital admission x-rays 
sponsored by the National Tuberculosis Association. Dr. Merlin New- 
kirk, chairman of the Local Arrangements Committee, is shown getting 
a chest x-ray and later studying the interpretation of his x-ray witha 
representative of the tuberculosis association. 


The popularity of the 211 technical exhibit booths and some 52 
scientific exhibits is evidenced by the throng of guests in Exposition 
Hall. Enthusiasm shown by both physicians and exhibitors has 
never been surpassed at any Assembly. 





. 


This shot of ladies’ registration typi- 
fies the interest shown by the visitors 
for the activities their California hos- 
tesses had in store for them. 


Mrs. Merlin Newkirk as chairman of 
Ladies’ Entertainment Committee 
masterminded the activities for the 
ladies. 


All the charm of an old fashioned Kaffeeklatsch was captured in this Jesse Crawford, nationally-known for his recordings of organ music, 
informal coffee for wives preceding the tour on Wednesday. delights Kaffeeklatsch guests with a selection of his favorites. 


Don Loper, California's couturier 
magnificent, dazzled his guests 
with his creations and their price 
tags. 


All facilities of the Biltmore Bow! 
were taxed to accommodate the 
853 ladies who attended the “‘Har- 
mony of Fashions” presented by 
Don Loper of California. 














A Message from the President 


To all the members of the American Academy of General 
Practice, greetings: 

To whom much is given, much shall be required.” 

You have given me the highest honor which can come 
to a general physician. I accept that responsibility with 
great humility, and a realization of my inadequacy. You 
have assumed an equal responsibility to aid and assist 
me in every way possible. With your unlimited support I 
am sure that we can, by working together, accomplish 
something of good for the Academy this year. 

The men who have preceded me have, each in his own 
way, done a magnificent job. Perhaps all their high 
hopes will not have been realized, but their accomplish- 
ments have been great. The growth and development of the 
Academy has been phenomenal. Its place in the fraternity 
of medical organizations has become secure. Its influence 
in medical councils is strong. Its officers and executive 
personnel are devoted, able and sincere. Its prospects for 
the future afford opportunity unlimited! 

We have reached the stage of development where we can 
now turn from the mechanics of organization to the 
philosophy of greater development on a unit as well as a 
collective basis. I shall need your help and support. That 
I shall receive it in full, I have no doubt. 

With God’s help and support we may look forward 
logether to a year of further accomplishment. 


John Richard Fowler, M.D. 




























































Trends and Events in the Nation’s Capital 


Docter Draft May End June 30 






ConGress is displaying no haste in extending the doc- 
tor draft law, which is scheduled to come to an end on 
June 30. The delay on Capitol Hill is serving to feed 
speculation that this controversial statute, which has 
been in effect since September, 1950, may be allowed to 
die. 

Even though it might be continued, chances are 
slim that Department of Defense will call upon Selec- 
tive Service to supply any physicians before September. 
The armed services are confident that they will get 
enough volunteers from among the large numbers of 
nonveterans completing internships this summer to 
fill their personnel requirements until late fall. 

As of February 28, 1955, Selective Service possessed 
records on 117,169 living doctors of medicine who are 
special registrants. Almost one-half of them (69,863) 
were in Priority IV, under classification as war veterans. 
To date, physicians called up for compulsory military 
service have been drawn from Priorities I and II and 
from the younger men in Priority III. 

Deferment on grounds of occupational essentiality 
was held by 427 Priority I and II registrants as of Feb- 
ruary 28. While some of these undoubtedly were in 
private practice in small communities, a larger per- 
centage were in residency training. Many of them will 
be declared available for military service at the close of 





the 1954-55 residency year. 

Of the 47,306 registrants in Priorities I, II and III, 
9,357—or slightly under 20 per cent—are in 4-F clas- 
sification as physically disqualified for duty in the 
armed forces. Three-fourths of these are in Priority 
fil, which constitutes an older group than I and II. 

In the first three priorities (there has been no clas- 
sification of Priority IV registrants), there have been 
699 deaths to date: 79 in I, 14 in II and 606 in III. 


More Funds To Battle Quack Remedies 





Congress probably will grant more money to the 
Food and Drug Administration to accelerate its activi- 
ties against medical quacks and dubious self-treatment 
remedies and devices. 

The House has voted FDA an additional $384,000 
for these purposes, in the fiscal year beginning July 1, 
and it is regarded as certain that the Senate will concur. 

In February of this year, according to FDA’s month- 
ly report, further progress was achieved in the con- 
tuing campaign—which has been handicapped by a 
shortage of inspectors—to prevent interstate shipment 
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control of tension 


WHEN THEY OCCUR 


This 44 year old sales executive ex- 
hibits two main periods of tension 
... in the morning when he first 
faces responsibilities for the day 
...in the afternoon when constant 
demands for peak effort conflict 
with his need for relaxation. 


NIDAR «=: 


for individual control of tension peaks 


Each light green, scored Nidar tablet 

contains: 

Secobarbital Sodium 

Pentobarbital Sodium 

Butabarbital Sodium 

Phenobarbital 

Bottles of 100 and 1000. 

To control tension: 1 tablet early in 

the morning and another in the early 

afternoon. 

As a hypnotic, 1 or 2 Nidar tablets 
will promote rapid onset of sleep 
and allow the patient to awaken re- 

freshed, without hangover. 


THE ARMOUR LABORATORIES 








of worthless appliances, detect contaminated foodstuffs 
and misbranded drugs, and curb overcounter sales of 
prescription drugs. 

An injunction was obtained against a so-called steri- 
lizer device and accompanying literature bearing claims 
that it was effective in treating bacterial infections, 
prostate disorders, poliomyelitis, acne and sundry 
other conditions. Marketed for $35, the instrument 
consisted of a low-powered radio frequency oscillator 
with an output of two or three watts. Or one could pur- 
chase a “souped up” version known as the professional 
model for $125. This was represented as being useful 
in cancer research. 

During the month, 12 drug products were seized, of 
which seven allegedly were misleadingly labeled as dis- 
ease cures. Other charges were low potency, inade- 
quate warnings, lack of an effective new-drug applica- 
tion, unwarranted use of prescription labeling and 
contamination by insects. 

Fifty-six food shipments, comprising 359 tons, were 
seized as unfit for human consumption. Eight retail 
pharmacies were convicted for selling amphetamines, 
barbiturates, hormones, etc., without physicians’ pre- 
scriptions. Penalties ranged from $200 fines to three-day 
jail sentences and placement on one year’s probation. 


Clarifies Civilian Medical Care for Soldiers 


The Office of the Surgeon General, U.S. Army, has 
issued a fact sheet setting forth policies and procedures 
in connection with treatment of soldiers by civilian 
physicians. 

In general, care by civilian doctors is authorized 
when military medical services are not available, as 
when the soldier is away from his post on leave or in 
travel status. 

The bill for treatment should be rendered to the pa- 
tient’s commanding officer. It should furnish the 
patient’s full name, rank, serial number and a descrip- 
tion of services given, including diagnosis and date 
and place of treatment. 

The army will not be responsible for payment of 
doctor bills for care given to soldiers absent without 
leave. Same applies to dependents of military personnel. 


Public Hearing for Public Welfare 


On March 30, the newly formed subcommittee on 
national health legislation of the Senate Labor and 
Public Welfare Committee launched its first public 
hearings. Witnesses were heard on bills authorizing an 
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investigation—under nonfederal auspices but with 
government financial aid—of mental illness in the 


United States and federal financial support of hospitals 
and medical schools in expansion of research facilities. 

Senator Lister Hill, Democrat, of Alabama, is chair- 
man of the health subcommittee. He also is chairman 
of the parent committee. Serving with him are Senators 
Herbert H. Lehman, New York, and Pat McNamara, 
Michigan, both Democrats, and Senators William A. 
Purtell, Connecticut, and George H. Bender, Ohio, 
Republicans. 


New Hampshire Member Stars in Heart 
Association's Nationally-Shown Film 


PLayinG the starring role of the family doctor in the 
American Heart Association’s new motion picture film, 
“The Valiant Heart,”’ is Academy member, Dr. James 
E. Bovaird of Wolfeboro, New Hampshire. 

The Heart Association planned and sponsored the 
film which is being shown throughout the country to 
lay audiences such as parent-teachers groups and 
service clubs. 
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“The Valiant Heart,” 
which deals with rheu- 
matic fever, cost approxi- 
mately $75,000 and was 
financed through a grant 
from E. R. Squibb & Sons. 
The picture was filmed in 
Dr. Bovaird’s home town 
of Wolfeboro, using an en- 
tirely local and amateur 
cast. It shows the impor- 
tance of the family physi- 
cian in discovery and treat- 
ment of rheumatic fever. 

Dr. Bovaird is one of the ten charter members of 
the New Hampshire chapter and one of its former 
presidents. Now chief of medicine at Huggins Hos- 
pital, Dr. Bovaird also served as delegate to the Cin- 
cinnati and San Francisco Assemblies of the Academy. 


James E. Bovaird, M.D. 


90 Per Cent of AAGP Members Have 
Industrial Cases in Daily Practice 


A survey of Academy members a few years ago showed 
that more than 90 per cent handled some industrial 
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strikes at the psychic roots 
of many clinical conditions 


... relieves anxiety, stress, apprehension 


Supp.LieD: Tablets—0.1, 0.25, and 1 mg. 
Elixir —0.25 mg. per 5-cc. teaspoonful. 


RESERPINE, LILLY) 


IMPROVES FAT METABOLISM 
OFFERS EFFECTIVE 
NUTRITIONAL SUPPORT in degenerative 


diseases associated with faulty fat 
metabolism, hepatic and kidney dysfunctions, 
diabetic and arteriosclerotic complications 
and in geriatric conditions. 


Supplies potent lipotropic and oxytropic 
principles—choline, dl-methionine, inositol, 

icanle se: siuhied gealeshionie pans vitamin Biz and other B-complex vitamins. 
Aromatics ‘ Contains no alcohol or sugar, is available 
Maree gb oape gg ee as a palatable liquid or as capsules. 


CARROLL DUNHAM SMITH PHARMACAL COMPANY 
New Brunswick, N. J.+ Established 1844 
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cases in their daily practice. For this reason, the 
Academy has been interested in providing postgradu- 
ate courses in industrial practice and compensation 
medicine designed to aid the general practitioner im- 
prove his knowledge and skill in this field. 

In most instances, the general practitioner’s contact 
with industrial practice is through compensation cases. 
His regular patients may come to him for treatment of 
occupational injuries or illnesses, or, due to the doc- 
tor’s location, other patients may come to him. Selec- 
tion of the primary physician for accident cases is in- 
fluenced greatly by location and availability of doctors. 

Although in most states workmen’s compensation 
laws provide free choice of physician by the employee, 
in actual practice, representatives of the employer and 
the insurance carrier control the choice. Of course, 
there are many good reasons why this situation exists, 
but frequently it causes misunderstanding between 
general practitioners and other groups concerned, in- 
cluding specialists. It is in this aspect of industrial or 
compensation medicine that postgraduate courses 
would be very helpful. General practitioners must rec- 
ognize that the employer and insurance carrier have a 
legitimate interest in compensation cases. The em- 
ployer or insurance carrier’s concern with compensa- 
tion for loss of time from work or with partial or total 
disability of the worker, may appear to indicate a lack 
of confidence in the doctor’s treatment. A better un- 
derstanding of each person’s interest would improve 
the relationship of the general practitioners and other 
groups. 

In 1950, the Academy’s Congress of Delegates 
adopted a resolution endorsing the principle of free 
choice of physician for compensation cases. This is a 
basic principle which is well recognized, but we are 
aware that there are practical considerations which 
must also be recognized. Briefly, they are: 

1. The employee’s choice of primary physician is 
limited to a physician practicing in the community 
where the person works or resides. 

2. If the worker is severely injured or does not make 
a choice of physician, the employer should select the 
physician. 

3. The employer and insurance carrier have the 
right to require examination by a consultant selected 
by them, but the consultant should inform the primary 
physician of his findings and recommendations. 

4. Ina serious injury case or in a case where perma- 
nent disability may result, the injured employee should 
be encouraged to have a consultant of his own choice 
or one recommended by the employer, the insurance 
carrier, or the primary physician. 

5. If the injured employee appears dissatisfied with 
the care furnished by the primary physician, he should 
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This Patient 
Does Not Have 
HEART 
DISEASE--- 








It takes only a few minutes for an electrocardiogram. 
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be told that he is free to select another physician or 
obtain consultation, but the employer and insurance 
carrier should be advised. 

6. Before any secondary or elective procedures are 
undertaken, the employer or insurance carrier is to be 
notified of the need for such procedure and the physi- 
cian is to obtain authorization before proceeding. 

7. Copies of all reports are to be kept and made 
available for inspection by authorized consultants. 

General practitioners, as family doctors, are con- 
cerned not only with the illnesses and injuries of their 
patients but with all factors affecting or influencing the 
families’ well-being. Even if a worker is under the care 
of another physician for an occupational injury or ill- 
ness, the family doctor should have an interest in the 
case. 

He can provide an important service to the patient 
and his family through counseling and in assisting 
the patient through a difficult period of treatment or 
rehabilitation. It is important that other physicians, 
employers and insurance people understand and ap- 
preciate the contribution that can be made by the fam- 
ily physician. The patient’s desire to have his family 
doctor participate in his care should be respected. 

The primary treating physician is expected to keep 


to give nutritional protection 
so important throughout pregnancy 





the employer and the insurance carrier informe: of the 
condition of a patient covered by compensatio:: laws, 
He is also expected to make his records available to any 
authorized consultant or a specialist called upon ~ 
take over the treatment. It is just as important that the 
primary physician or the patient’s family physician be 
kept informed by the employer, insurance carrier and 
specialist when the patient has been transferred to an- 
other physician. 

The survey made in 1953, by the Council on Indus- 
trial Health of the American Medical Assogiation and 
Committee on Industrial Health of the Illinois Medical 
Society, on medical relations under workmen’s com- 
pensation in Illinois, clearly demonstrated the need for 
better understanding of the subject by all physicians 
everywhere. 

The basic premise expressed in the report that ev- 
ery doctor has a major responsibility in the proper 
administration of workmen’s compensation, both pro- 
fessionally and as a citizen of the state, is strongly sup- 
ported by the American Academy of General Practice. 

The Academy wishes to continue to cooperate with 
the Council on Industrial Health in stimulating inter- 
est, and in developing postgraduate courses and con- 
ferences on this subject for general practitioners. 
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Nebraska University To Be Hub of Omaha's 
Fourteen-Square-Block Medical Center 


A 14-sQUARE-BLOCK area to be known as the Omaha 
Medical Center is being developed in Omaha, Ne- 
braska. The hub is the University of Nebraska College 
of Medicine and a $6,000,000 expansion to include six 
buildings that it has started. 

In the area of the center also are Children’s Memo- 
rial Hospital and a $1,500,000 Nebraska Psychiatric 
unit that is ready to open. Being built is the $4,500,000 
nine-story Clarkson Hospital, which will be used by 
the university in its medical training program. 

A further project for the area is the children’s re- 
habilitation facilities which includes a treatment center 
building, a home for convalescing children and the 
Dr. J. P. Lord School for Handicapped Children. 
Tunnels will connect these buildings and also link 
them with Children’s Memorial Hospital. 

Construction of the center is being financed by the 
city, through the board of education, the state and 
private donations. 

Rounding out the Medical Center will be a large 
doctors’ office building to be started this spring by 
the World Publishing Company of Omaha. 





New York Senate Approves Revoking License 
Of Doctors Who Solicit Patronage 


A BILL to permit the Regents to revoke the license of 
a doctor who solicits patronage by means other than 
advertising, was approved late in February by the New 
York State senate. The present law makes advertising 
grounds for revocation. 

An opponent of the bill, Senator Harry Gittleson, 
contended that the measure was not broad enough to 
prevent certain activities of the Health Insurance Plan 
of Greater New York. He said the use of participating 
doctors’ names on advertisements inviting persons to 
join the insurance plan provided “unfair competition 
to other doctors.” 

The bill’s sponsor, Senator Edward J. Speno, said 
it was not intended to affect doctors of HIP. 


Public’s Attitude on Health Aspects 
To Be Covered in Nationwide Survey 


Tue Health Information Foundation will back a na- 
tional survey to find out how people feel about health 
facilities, health personnel and voluntary health insur- 
ance, according to its president, George Bugbee. 
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The study is expected to reveal attitudes and prac- 
tices regarding medical services, including dental care, 
drugs and medication. Mr. Bugbee said its purpose is 
“to compile data useful to all groups which encourage 
through education the wisest use of health services and 
the broadest distribution of medical care.” 

The foundation which is under the sponsorship of 
representatives of the drug, chemical and allied in- 
dustries will finance the study through a $100,000 
grant. The National Opinion Research Center at the 
University of Chicago will do the research. 

Results of the study are expected to be ready in 
about 15 months. 


Missouri's Single Licensing Bill for MD's 
And Osteopaths Dies in Committee 


A pitt that would place medical doctors and osteopaths 
under a single licensing, examining and regulatory 
board was introduced February 3, in the Missouri state 
senate but has died in committee. It was introduced by 
Democrats John W. Noble and Michael Kinney, and a 
Republican, C. R. Hawkins. 

Dr. H. E. Peterson of St. Joseph, Mo., retiring pres- 
ident of the Missouri State Medical Association, has 
attributed its failure to a lack of wholehearted support 
on the part of Missouri MD’s. 

The bill excluded chiropractors, midwives, general 
practitioners of Christian Science and all other groups 
of the healing arts. The bill had the approval of the 
organizations of the licensed physicians and osteopaths 
in the state. In fact, more than a year ago the Missouri 
medical group proposed such a board. 

The proposed state board would have been com- 
posed of five licensed physicians and two osteopaths to 
have been appointed by the governor. No more than 
four members of the board could have been of one 
political party and each appointee would have to have 
lived in Missouri at least five years and have been grad- 
uated from either an accredited medical or osteo- 
pathic college. 

Since the bill’s introduction it had been endorsed 
by the board of trustees of the Missouri Hospital Asso- 
ciation. Chiropractors bitterly opposed the plan and 
sent wires and letters to members of the legislatures 
besides sending a delegation to appear at hearings. 

In neighboring Kansas, osteopaths are seeking medi- 
cal standing in that state. Senator I. E. Nickell of 
Smith Center, an osteopath, has presented a bill to 
the Kansas senate that would give members of his 
profession full medical standing. His bill would allow 
osteopaths to treat all diseases, use manipulative ther- 
apy in accordance with the principles and scientific 
development in the healing arts. 
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Medical News in Small Doses: 






Tue new College of General Practice in Canada found 
1954 to be a good year. British Columbia led off with 
the formation of a chapter early in the year and before 
the end of September, a chapter for each of the four 
eastern provinces was completed. In October, plans 
were laid for similar action in Quebec, Ontario, Mani- 
toba, Saskatchewan and Alberta. This will complete 
the preliminary Dominion-wide organization. . . . A 
grant of $80,200 has been awarded Grace Hospital in 
Detroit by the John A. Hartford Foundation, Ind., to 
finance research in surgery and development of a two- 
year family physician residency program. The founda- 
tion was established by Hartford, former president of 
the Atlantic and Pacific Tea Co., before his death in 
1951... . Immediate Past President W. B. Hildebrand 
was a guest speaker March 11 at Michigan Clinical 
Institute sponsored by Michigan State Medical Society 
in Detroit. His topic was ‘‘What’s New in Office Man- 
agement.”” . . . Preceding the opening of the recent 
annual Congress on Industrial Health in Washington, 
D. C., Dr. Walter B. Martin, president of the AMA, 
presented the Distinguished Service Citation to the 


Occupational Health Program of the Public Health 


Service for its outstanding contribution to the protec- 


tion and improvement of worker health. . . . The Indi- 
ana Veterans Committee plans to introduce a bill in 
the 1955 legislature to make all public hospitals open 
their doors to any licensed physician. The committee 
represents the American Legion, the Veterans of For- 
eign Wars and the Disabled American Veterans. Frank 
J. Myers, state Legion adjutant, says he understands 
that general practitioners with the Legion back the 
resolution. However, the Indiana Hospital Association 
and the Indiana Medical Association are expected to 
oppose the bill. . . . Academy member, Dr. Charles C. 
Martin, has been elected a councilor of the St. Louis 
Medical Society to serve a three-year term. . . . Family 
Doctor’s Day was held February 16 at the University 
of Minnesota Hospitals. . . . American Medical Educa- 
tion Foundation state chairmen held their kickoff meet- 
ing for the 1955 fund-raising campaign recently in 
Chicago. . . . Governor Harriman of New York has 
called for state scholarships for the training of nurses. 
Bills have been introduced in the legislature to provide 
300 scholarships of $350 each for basic training and 30 
more for advanced training in nursing. Nurse scholar- 
ship bills have been introduced the last three years, 
but none has been passed. . . . Iain Macleod, Britain’s 
Minister of Health, has announced a program for 
building new hospitals, the first of its kind in Britain 
since before the war. The new project which is to start 
next vear will cost $49 million. 
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News from the State Chapters 


SIX OUTSTANDING medical men will present the scien- 
tific program for the seventh annual convention of the 
Pennsylvania chapter this month. It will be held 
May 13-15 in Wernersville, reports Dr. Edwin Matlin, 
chairman of the publicity and press committee. 

Dr. Harry Gold from the department of pharma- 
cology of Cornell University, who heads the list of 
speakers, will speak on ‘Recent Developments in Test- 
ing of Therapeutic Agents.” 

Also on the speakers’ roll are Dr. L. Maxwell Lockie, 
head of the department of therapeutics, University of 
Buffalo Medical School, speaking on ‘Recent Advances 
in the Treatment of Arthritis”; Dr. Leon Israel, asso- 
ciate professor in obstetrics and gynecology, Univer- 
sity of Pennsylvania, who will talk on “The General 
Practitioner and the Infertile Couple”; Dr. Kenneth 
F. Appel, chairman of the department of psychiatry 
at the University of Pennsylvania, speaking on ‘“The 
Use of Psychiatry in General Practice” ; and Dr. Harry 
Fisher of Pittsburgh, a pioneer in open drainage of 
tuberculosis of the spine, who will talk on ““Orthope- 
dics in General Practice.” 

Noted author and lecturer Alfred C. Kinsey of Indi- 
ana University rounds out the list of guest speakers on 
the scientific program. His address will be announced 
at the meeting. Dr. John R. Fowler, new president of 
the American Academy of General Practice, will be the 
banquet speaker. Entertainment and social activities 
have been arranged for the wives and children. 
> Seven hundred members registered for one of the 
most valuable one-day meetings ever staged by the 










Michigan chapter. The “Symposium on Office Proce- 
dure for the General Physician,” the second to be held, 
honored Dr. E. J. McCormick, immediate past presi- 
dent of the AMA, as guest luncheon speaker (see cut). 
Included in the full-day meeting in Detroit were six 


outstanding papers. 

Dr. McCormick brought out in his address on “The 
Essentiality of the General Physician,” that “fee split- 
ting is indecent, unethical and immoral. Hospitals con- 
doning such will lose their accreditation.” He spoke on 
the relation of philosophy and religion in medicine and 
felt that the AMA must decide for itself fair fees on 
a regional basis. He concluded: ‘‘Medical fees are 
static. The public should quit howling and seek a good 
counsellor—the family physician in the preservation 
of the American way of life.” 

Ladies’ entertainment was planned and a 6 o’clock 
cocktail party closed the postgraduate study. 
> Presiding officers over the two-day scientific con- 
vention of the Kentucky chapter were Dr. Garnett 
Sweeney, chapter president and Dr. Burl Mack, presi- 
dent-elect. The meeting, held April 20 and 21 in 
Louisville, was opened with an invocation by Dr. J. 
A. Bishop, president of the Jefferson County chapter. 
Guest speakers on the scientific program included doc- 
tors from other states: Dr. William T. Fitts, Jr., Phila- 
delphia, Drs. Howard F. Root and Perry Culner, 
Boston, Dr. Charles A. Hufnagel, Washington, D. C., 
Dr. James O. Ritchey, Indianapolis and Dr. Bernard 
Weinstein, New Orleans. Hometown scientific speakers 
were Drs. Marion Beard, Robert Lich, John Llewellyn 
and Herbert Clay. Scientific exhibits were visited be- 


Michigan Festivities. The Sheraton-Cadillac Hotel was the setting 
for this luncheon which members of the Michigan chapter attended 
during a recent all-day symposium in Detroit. Dr. €. 3. MeCormick, 
immediate past president of the AMA, was the guest speaker. 
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tween lectures. A cocktail party and an annual ban- 
quet following a business meeting brought the first day 
to a close. A full program of social events entertained 
the wives while the men were in session. 

p A novel technique, labeled “‘theater-in-the-round,” 
was used on the scientific program at Alabama's tenth 
postgraduate seminar recently in Birmingham. Doctors 
seated on all sides of a platform viewed the latest tech- 
niques on patients suffering from diabetes, liver dis- 
ease, blood disease and heart disease. Clinical demon- 
strations of neurologic examination and findings in 
common neurologic disorders and demonstrations in- 
volving appendicitis and its complications and intesti- 
nal obstruction were also given. Dr. James R. Garber, 
chairman of the Medical College Postgraduate Seminar 
Committee, and faculty members were in charge of the 
“show.” A film on high blood pressure concluded the 
seminar. Dr. John E. Foster, chapter president from 
Lineville, presided at the banquet. New officers were 
elected at a business meeting (see cut). Dr. J. Michael- 
son Foley is the new president. Serving in office with 
him during 1955 will be Dr. J. B. Clayton, Birming- 
ham, vice president, northwestern division, and Dr. 
H. S. Banton, Jr., Union Springs, southeastern di- 
vision. President-elect is Dr. W. E. Doggett, Jr., of 
Tarrant. New board members are Dr. C. W. Neville. 
Birmingham and Dr. M. E. Vaughn, Sylacauga 

> The St. Louis (Missouri) chapter with two other 
groups has reported on a study they have made, which 
has culminated in an attack on the area’s high infant 
death rate. Dr. Raymond LaDriere, a pediatrician on 





Officers’ confab. Dr. J. Michaelson (center) new president of the 
Alabama chapter, talks things over with other new chapter officers 
follow ing their scientific program which was presented as a “‘theater- 
in-the-round.” Entering in on the discussion are Dr. J. B. Clayton 
(left to right) vice president of the northwestern division, Dr. C. W. 
Neville, member of the board of directors, Dr. Michaelson, Dr. H. S. 
Banton, Jr., vice president of the southeastern division, and Dr. W. E. 
Doggett, Jr., president-elect. 
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the faculty of St. Louis University School of Medicine, 
is acting chairman of the advisory committee to the 
city of St. Louis and St. Louis County Health Commis- 
sioners, which will conduct the “attack.” St. Louis’ 
Gynecological Society and the St. Louis Pediatric So- 
ciety joined the Academy’s chapter in making the 
study and urging city and county medical societies to 
take action. 

A code of minimum standards for the physical prop- 
erties of hospital nurseries, pediatric and obstetric de- 
partments, and for educational requirements of per- 
sonnel in those departments has been drawn up. Edu- 
cation of competent personnel for those departments, 
through training centers, is being promoted. 

A venereal disease consultant for the Department of 
Health of the state of New York, Dr. Evan W. Thomas, 
spoke on “The General Practitioner and Venereal Dis- 
ease Control,” at a recent regular scientific meeting of 
the St. Louis chapter. Modern methods of treatment 
and the family doctor’s role in the public health as- 
pects of venereal disease were discussed. 

A program by the Missouri chapter on ‘The Emer- 
gency Management of Head Injuries” and ‘‘What’s 
the Score on Civil Defense” was presented at a recent 
dinner-meeting of the West Central Missouri Medical 
Society. Drs. Robert W. Forsythe and Carroll P. 
Hungate gave scientific talks at the Harrisonville 
meeting. 

Dr. George H. Wood of Carthage, Mo., succeeds 
Dr. Joseph Getelson of Kansas City as president of 
the Missouri chapter. Dr. Wood was elected to the 
vice presidency at the annual meeting in November. 
He then assumed the position of president at a meet- 
ing of the board of directors, after the resignation of 
Dr. Getelson because of the ill health of his wife. Dr. 
Getelson and his wife have moved from the state for 
an indefinite period of time. 
> Lovisiana chapter members attended a scientific ses- 
sion and social gathering in New Orleans April 17. 
Special entertainment was planned for the ladies who 
attended the interim session. 
> Plans for the 1955 annual meeting of the Texas 
chapter are getting into full swing. Members will gather 
this fall in Fort Worth for what promises to be the 
state’s most outstanding annual meeting. Scientific 
sessions will open Monday, September 19 and close 
Wednesday, September 21. On the agenda are the 
business meeting, with election of officers, and the an- 
nual preconvention cocktail party. Arrangements are 
being made for those who wish to attend the TCU- 
Kansas football game on Saturday just prior to the 
meeting. 

A cancer panel, through arrangements of the Valley 
(Texas) chapter and the Hidalgo-Starr Society, was 
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PERMANENT BINDING FOR YOUR GP COPIES 


The desire to preserve the issues of GP for per- 
manent reference has brought an increasing number 
of inquiries from subscribers for advice as to where 
they can have this binding done. As a result of some 
extensive investigation, we feel that the most satis- 
factory and economical results can be obtained by 
selecting a capable bindery, specializing in this type 
of work, which will follow our specifications and 
produce an attractive, well-bound book, at a reason- 


able price. 


We are pleased to announce that PABS (Pub- 
lishers Authorized Binding Service), 308 West 
Randolph Street, Chicago 6, Illinois, has been 
selected as offering this type of service. They will 
bind six issues of any volume in the best grade of 
washable “GP Blue” buckram, with gold stamping 
on the spine and the subscriber's name in gold on 
the front cover. The cost is $3.60 per volume. Send 
the six issues to Chicago, express or parcel post pre- 
paid, with check or money order payable to PABS. 
The bound volume will be returned, transportation 
prepaid, by the bindery. 
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conducted recently in Mercedes. It was sponsored by 
the American and the Texas Cancer societies. Panel 
speakers were all faculty members of the postgraduate 
school of Medicine of the University of Texas and staff 
members of the M. D. Anderson Hospital. Topics dis- 
cussed were cancer control and epidemiology, uterine 
cancer, gastric cancer and cancer of the lung. 

> News of the New Mexico chapter is being printed 
on a trial basis in ““The News Letter,” publication of 
the Texas chapter, at cost to the New Mexico members. 
“The two States have much in common, and news of 
the activity of the Academy in one state will be of 
benefit to members in the neighboring state,” reports 
"The News Letter” in its February issue. 

> The San Francisco (California) chapter held its an- 
nual dinner dance recently at the California Golf and 
Country Club. On the arrangements committee for the 
annual affair were Drs. Robert Wolf, Paul Wienholz, 
Robert Groves. Paul Wyne and Alex Fraser. The an- 
nual meeting of the California chapter is scheduled for 
October 9-12 in San Francisco. Plans are being made 
now for this meeting. 

> The first district of the Indiana chapter held its 
annual postgraduate session in Evansville, with the 
Vanderburgh County Medical Society as guests. Guest 
speakers were Drs. Lester J. Bossert and Murray B. 
Shelton, both of the Cincinnati University College of 
Medicine. 

> Dr. John H. Shamel is the new president of the 
Sangamon (IMinois) regional chapter. Other new offi- 
cers elected at a recent meeting are Dr. Vincent R. 
Hill, vice president and Dr. William E. Farney, secre- 
tary-treasurer. Dr. Harry Hart, retiring president, pre- 
sided at the meeting. Plans are in the hopper for the 
state meeting in October to be held in Springfield. 

The Northern Illinois regional chapter installed Dr. 
Russell Zack, Rochelle, as president to succeed Dr. 
Eugene Vickery, Lena. Other new officers elected were 
Dr. A. S. Schreiber, Caledonia, president-elect and 
Dr. Burt J. Canfield, Rockford, vice president. Drs. 
Bernard E. Bolotoff and Paul T. Johnson, both of 
Rockford, will remain in their respective offices as 
secretary and treasurer. At the meeting, held in St. 
Anthony hospital, members set up a committee aimed 
at extending benefits of the cancer research program 
to the greatest number of persons. 

New officers of the Kankakee (Illinois) chapter are 
Dr. Edward Hayes, St. Anne, president, who succeeds 
Dr. S. W. Reagan, Aroma Park; Dr. Raymond Malotte, 
Manteno, vice president, and Dr. Miriam Klein of 
Bradley who was re-elected secretary-treasurer. 
> At the annual business meeting and election of the 
Milwaukee (Wisconsin) chapter, Dr. Stanley E. Za- 
wodny was named president-elect. Dr. Joseph S. De- 
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OPENING AN OFFICE 


Since 1860 A. S. Aloe Company has seen three 
generations of physicians open new offices. We 
have helped thousands equip or re-equip offices. 
Today we are a national institution with 13 ship- 
ping points, and more than 200 representatives. 
We have a definite extended payment plan tai- 
lored for you alone. Added services, 
equipment check lists, office planning, and loca- 
tion service are yours for the asking. Write for 


such as 


complete information. 


A. 8. Aloe Company AND SUBSIDIARIES 
1831 Olive St. St. Louis 3, Mo. 


LOS ANGELES SAN FRANCISCO’ SEATTLE 


MINNEAPOLIS KANSAS CITY DALLAS 


NEW ORLEANS ATLANTA WASHINGTON. D. C 































specific 
for older hypertensives 
where potent 
hypotensive drugs 
are contraindicated 


eratrite’ 


Each tabule supplies: 


Cryptenamine 40 C.S.R.* Units 


(as tannate salts) 
Sodium Nitrite 1 gr. 
Phenobarbital Y gr. 
*Carotid Sinus Reflex 
Bottles of 100, 500 and 1000. 


IRWIN, NEISLER & 


DECATUR 


COMPANY 


ILLINOIS *« TORON 
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When a patient complains of morning fatigue and 








A : . evening alertness, a diagnosis of hypometabolism 
f [| morning fatigue... should be considered. If, in addition, the patient 
A | , has two or more of the following symptoms: cold 
hit} at intolerance, brittle nails, dry skin, lack of perspi- 
Wi | > ration or menstrual difficulties, the diagnosis is 
Bi} probable. A slow pulse and a low awakening 
P i body temperature make the diagnosis even more 
secure. 


(Watson, B. A.: N. Y. State J. Med. 54: 2049, 1954.) 


| In “Mypometabotie States...R. sthyrar r 


i prepared exclusively from beef sources 
. provides whole gland medication 
at its best. Superior uniformity as- 
sured by chemical assay and biologi- 
cal test. 


Standardized equivalent to Thyroid, U.S.P.; tablets 
of %, 1 and 2 grains. Bottles of 100 and 1000. 





evening alertness... 


A THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY « KANKAKEE, ILLINOIS 





ETHER-VAPOR, 
SUCTION UNIT 


COMPLETE 


$QQ75 


Our “Southwind” Anesthesia Unit comes to you 
complete—ready to use. There is nothing else to 
buy. Lightweight, portable. 

The 4 H.P. motor* and 4-blade, rotary pump 
provide all the pressure and suction you'll ever 
need. Regulators, Gauges, Muffler, Filter, Auto- 
matic Oiler, Safety Trap, Ether Tube, Suction 
Tube and Rubber Tubing are all included. Motor 
and pump guaranteed for three years. For 115 V., 
A.C. 60 cy. only. Other currents slightly higher. 

The “Southwind” is an exclusive Wo- 
cher product. You won’t find a compar- 
able unit anywhere else. The pump only, 
without suction and ether bottles and 
tubes, but with regulators, gauges, filter, 
oiler, etc., is available at $69.50. 








*Not explosion proof. 


609 COLLEGE STREET 9 CINCINNATI 2, OHIO 


BRANCHES IN DAYTON, COLUMBUS, DENVER, SHREVEPORT 
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vitt was inaugurated as president. He succeeds Dr. 
Saul E. Biller. Re-elected to their offices were Dr. R. 
W. Garens, secretary, and Dr. Roland H. Frederick, 
treasurer. 

Dr. Zawodny, who is also chairman of the 1955 
Wisconsin scientific meeting, announces that the Wis- 
consin chapter’s seventh annual session will be held 
September 25-27, in Milwaukee. Two firsts for this 
meeting are that the meeting will begin on a Sunday, 
and that it is being held in the fall rather than in the 
spring. Prior to the scientific sessions, a day of business 
meetings of the board of directors and of the house of 
delegates will be conducted. 

A series of industrial medicine postgraduate courses 
held during March and April at Marquette School of 
Medicine in Milwaukee were sponsored by the Wiscon- 
sin chapter and the Medical Society of Milwaukee 
County. 

Three of the eight Thursday morning programs 
were conducted in plant-tour form, with the AC Spark 
Plug Division of General Motors Corporation in Mil- 
waukee, International Harvester Co., and Glove-Union, 
Inc. being the hosts. Training general practitioners 
and internists as part-time medical consultants for 
small industry was the basis of the program. Dr. Charles 
Shook, who is on the AMA’s Council on Industrial 
Health, was a guest speaker. Dr. Elston L. Belknap, 
professor and director of the Department of Occupa- 
tional and Environmental Medicine of Marquette, and 
Medical Director of Glove-Union, Inc., was director of 
the postgraduate session. 
> Dr. Robert M. Myers, Academy member from Kan- 
sas City, Mo., told Oklahomans at a recent meeting of 
the Oklahoma chapter that family doctors play an 
important role in helping childless families to bear chil- 
dren. He said that prominent contributing factors in 
not being able to produce siblings are malnutrition and 
emotional attitudes. Immediate past president, Dr. 
W. B. Hildebrand of Menasha, Wis., who also spoke 
there, reported on the Academy’s attitude toward Pres- 
ident Eisenhower’s revised health program. He added 
that the Academy is content to allow the American 
Medical Association, “‘as parent body” to be its spokes- 
man in Washington. 
> Destination Nassau, will be the highlight of the New 
York state chapter’s scientific meeting in October. The 
seventh annual scientific meeting will open in the Bilt- 
more Hotel in New York City, October 17 and run 
through Thursday, October 20. The S.S. Nassau will 
sail from New York the following day and be gone a 
week, spending two days in Nassau itself. Scientific 
lectures will be offered on the trip, providing post- 
graduate credit, reports Dr. J. Hunter Fuchs, chair- 
man of the meeting. 
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VACCINE 


A practical immunizing antigen for prevention of 
mumps in children or adults where indicated. 
Immunizes for about one year. 
Packages: 2 cc. vial (1 immunization), 

10 ce. vial (5 immunizations). 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganami COMPANY 


PEARL RIVER, NEW YORK 






What is told in -_ 
the LABORATORY REPORT? 


GOODALE’S 


CLINICAL INTERPRETATION 
OF LABORATORY TESTS 


NEW (3rd) EDITION. Dr. Raymond H. Goodale 
here presents the significant advances in all depart- 
ments of laboratory medicine. His book presents the 
“quick answer” on laboratory tests applied to practice. 
You are given the recommended laboratory tests for 
each disease . . . interpretations of the findings of each 
individual test ... the laboratory findings in bac- 
terial, viral, parasitic and mycotic infections . . . guides 
in the investigation of common poisons . . . sharp de- 
scriptions of disease pictures, system by system ... 
advice on the proper preparation of material for the 
laboratory ... a superlative Index (61 pages) giving 
instant guidance on your immediate problems. 


788 Pages 105 Illustrations $7.50 






1914 Cherry Street 
Philadelphia 3, Pa. 
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a totally mew nonbarbiturate hypnotic and sedative 


wae +-» Chobile 
Chronic = 0 


constipation In middle aged and elderly patients, Chobile corrects chronic 


constipation physiologically. The cholic acid content emulsifies fats, 
helps maintain normal pH, intestinal flora and colonic water balance... 
all important factors in correction of chronic constipation. 

with proper dosage—Begin with 3 or 4 Chobile tabules with each 
meal until a soft, putty-like stool is obtained. Reduce dosage according 
to the consistency of the stool. In severe cases, begin with an 
enema before starting Chobile. 


Each Chobile tabule contains: 


*Cholic Acid (conjugated as sodium glycocholate & 
sodium taurocholate) 


Ketocholanic Acids 
*assayed colorimetrically 


Bottles of 50, 100, 500 and 1000. 


IRWIN, NEISLER & COMPANY .- DECATUR, ILLINOIS - TORONTO 1, ONTARIO 
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WHAT OTHERS ARE SAYING... 


Malpractice Insurance and Its Cost 


Your malpractice insurance premiums have been increased. 
You probably wonder why. You may have a general idea, 
but have given no serious consideration to the problem 
which faces the medical profession or insurance companies. 

Whatever has been your attitude or your interest, the 
situation is extremely unfavorable and deserves your imme- 
diate attention. 

Ignorance on the part of members of the medical profes- 
sion about this important subject is disturbingly evident in 
spite of effort of insurance companies to bring the matter 
to their attention. It is also evident that there is a lack of 
understanding in what the insurance does for the profes- 
sion as a whole, or how it protects against ruinous losses 
unless physicians, as individuals, are faced with such a 
claim or suit. Many have no idea how the rates (premiums) 
are promulgated. Few understand that the premiums must 
cover expenses as well as claims and, as a result, believe the 
insurance companies make fantastic profits. This belief is 
shared by the same people who believe that all doctors are 
rich... . 

The medical practice itself has not escaped social evolu- 
tion. The personal relationship between the physician and 
the patient has practically disappeared. Individual practice 
has been replaced by group practice, clinic and partnership 
so that the patient does not—except on rare occasions— 
consult the same physician twice in succession. This may 
be good medicine, but it has certainly eliminated some of 
the warm, personal family physician relationship that once 
existed, plus the fact that the increased use of the hospital 
has taken an even larger segment of medical practice out of 
the home and office. 

Claims originate in many and divers ways—physicians 
criticizing another’s methods and treatment results, di- 
vulging facts about a case or ailment to others, improper 
diagnosis, improper treatment, and the ever-present ficti- 
tious case or hypothetical case. 

The methods of correcting the situation are known. 
Everyone should ask these questions: 

Do I follow the rules of my profession ? 

Do I follow honest and safe practices? 

Do I realize that insurance companies are subject to the 
same economic pressures as my Own ? 

Are claims morally and legally honest? 

Are insurance costs in line with my own, considering 
current conditions, and not conditions of twenty years ago? 

Have I opposed socialization of the insurance industry, 
as | have my own business, remembering when socialism 
gets its foot in the door in one important branch of the free 
enterprise system, it will soon be in the door altogether ? 

In the answer to these questions, you will find the causes 
for the rising insurance rates. —Don C. Hawkins, 

Insurance Representative 
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New Diagnostic 
Technique Achievement 
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FLUROLAMP / 
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Reports in leading medical publica- 
tions confirm filtered ultraviolet 
radiations as a valuable, effective, 
time-saving diagnostic aid. Conditions 
reported as visible by fluorescence 
include: tinea capitis, porphyria, tu- 
mors of central nervous system, epi- 
dermoid, carcinoma, etc. 

Early diagnosis with the Hanovia 

Flurolamp, the accepted, effective 
source of high intensity filtered ultra- 
violet radiations, helps your prompt 
treatment of a serious condition to 
be more successful. In your private 
office or diagnostic clinic, the Hanovia 
Flurolamp will prove its worth as an 
aid to early diagnosis, thus enhancing 
your professional skill. 
YOURS ON REQUEST: Authentic 
information about diagnosis by fil- 
tered ultraviolet radiations (Wood's 
Light) and Hanovia Flurolamp. 


DEPT. GP-5C, Newark 5, New Jersey 


Speed - Safety- Simplicity 


Three musts in office sterilization. Castle’s “777” Speed- 
Clave reaches spore-killing temperatures in 4-8 minutes 

. no valves to turn . . . runs itself. Costs only $216 at 
factory. 

Want to know more? Write for free booklet “Doctor at 
Work” showing lights and sterilizers. 


we ae EK EE CE 


| Dr 
| 
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! 

LIGHTS AND STERILIZERS 
Wilmot Castle Co., 1723 E. Henrietta Rd., Rochester 18, N. Y. 
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A Now 
FOR THE HYPERTENS i ye 


e management of 
Patient and ici 


For Maint, 
lative Side actions. 


: The Value of 
a in the Hyper. 
J. Med. 17:629 


1. Finnerty, P. A.. Je 
auwolfia Serpentin 
tensive Patient, Am, 
(Noy.) 1954, 
2. Moyer, J.H., in discussion of Galen, 
Ww. P., and Duke, JE: Outpatient 
‘ tment of Hypertensio, with 
ethonium and Hydralazine, 
h. M. J. $7: 


4 » J. H., and 

. 1: Treatment of Hyper- 

tension with Rauwolfia Serpentina 

Alone and Combined with Other 

Drugs; esults in Eighty-Fou, 

Cases, J.A.M_.A. 155:1027 (July 17) 
1954, 


THE Firsr THOUGHT IN 


HYPERTENSION 


LABORATORIES INC., tos ANGELES, catig 





HAT OTHERS ARE SAYING... 


“cal Medical Doctor” 


AN EDITORIAL in the August 12 issue of the Journal en- 
titled “Vanishing American,” reported the somewhat 
discouraging results of recent surveys conducted by the 
Massachusetts Academy of General Practice to deter- 
mine the effectiveness of the efforts that have been made 
in promoting this vital branch of medicine. 

Certain reasons for a falling off in the numbers of gen- 

eral practitioners become apparent with the knowledge 
that 111 of 744 replying to a questionnaire had inade- 
quate hospital facilities and 29 had none whatever. Fur- 
thermore, departments of general practice in hospitals 
‘with adequate facilities were at the time of the survey 
available to only 159 physicians. Additional proof of the 
apparent unpalatability of the pudding was revealed by 
the discovery that whereas 44 per cent of first-year stu- 
dents indicated their intention of entering general prac- 
tice, only 25 per cent were similarly minded in the 
fourth-year classes. 

The factors that impel students to forsake their orig- 
inal ideals of service in this basic type of practice are 
diverse. Letters of two recent graduates place special 
emphasis on the failure of many medical schools and 
their faculties to uphold the prestige of the general 
physician, and to include training for such a career in 
their concept of the undergraduate curriculum. One of 
these correspondents, in fact, deprecating the academic 
attitude toward the “*L.M.D.,” intimates that the ma- 
jority of teachers are incapable of evaluating and appre- 
ciating the esteem in which general practice should be 
held, since they know nothing about it and may in some 
cases even hold it in contempt. The other suggests that 
only in those schools in which the general-practice pre- 
ceptorship has been established do any large proportion 
of fourth-year students hold to their intention of enter- 
ing this type of practice. 

The picture may have been drawn with lines that are 
too black, but it is certainly the one that fits the common 

| frame. 

The terms “general practice,” “general practitioner,” 
“family doctor” and even “personal physician” slip eas- 
ily from the tongue, but it may be that a renaming and a 
redefinition of this indispensable member of society will 
be necessary before even his professional colleagues 
know exactly whom and what they are talking about. 
The adjective “general” is in itself too vague to indicate 
anything in particular; as Webster says, it is not spe- 
cific; not concrete; not precise or definite. It does not 
tell whether the physician so designated practices sim- 
ple obstetrics, no obstetrics at all or all forms of ob- 
stetrics; whether he administers anesthetics, assists at 
Operations, garners tonsils or occasionally performs an 
appendectomy, furtively or otherwise. His specializing 
brethren, who are supposed to know so much about so 
little, suspect him of being a jack of all trades and master 
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PRESENTING OFFICIAL JEWELRY 


FOR MEMBERS OF THE AMERICAN 


ACADEMY OF GENERAL PRACTICE 





Official Cuff Links 


Handsome cuff links featuring the 
Academy seal. With attractive posi- 
tive-action hinged link furnished in 
matching quality precious metal. 


Official Recognition Pin 


The official seal of the Academy enhanced by 
blue and white enamel to identify you as an 
Academy member. 


Official Tie Chain Official Key 


The official key of the 
Academy displaying the 
official seal. 


Finest quality tie chain hand- 
somely suspending the official 
Academy seal. 


*Chapter President's Key 
Available to « t chapters to honor their president. 


tits 





ADDITIONAL JEWELRY ITEMS ARE LISTED BELOW. 
ALL ARE CRESTED WITH THE OFFICIAL ACADEMY SEAL. 





Jewelry Price List (All prices include 10% Federal Excise Tax): 


14K Gold Sterling 
Gold Filled Silver 


Lapel Pin $ 9.50 $ 6.00 $ 4.50 
Key 14.50 9.00 8.00 
Tie Chain 24.00 11.00 9.00 
Money Clip 29.00 13.00 12.00 
Tie Bar 20.00 11.00 10.00 
Cuff Links 26.00 11.00 10.00 
Ring—Stone 74.00 
Ring—Large Seal 68.00 
Ring—Oak Leaf 34.00 
Ring—Small Seal 24.00 
*Chapter President's Key 39.00 


Ronson Lighter 12.75 
RING SIZE CHART 


will be sent immediately 
on receipt of your order. 





To Order Official Jewelry 


List items desired on your prescription blank or letterhead and 
forward with your check in the correct amount to AMERICAN 
ACADEMY OF GENERAL PRACTICE, Broadway at 34th, Kansas 
City 11, Missouri. 


C.O.D. orders will carry a few cents additional postage. 
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in urinary infections 
Miandelamine therapy 






can be sustained 











“Mandelamine . . . is particularly non-toxic, and 
organisms do not develop a resistance to it. It 
can be used over a long period of time and is 
effective against both Gram-positive and Gram- 
negative organisms. ...It is particularly useful 
for cases of residual infection following opera- 
tion on the bladder and prostate.” 












Robinson, R.H.O.B.: The Treatment of Urinary Infections, in 
Riches, E. W.: Modern Trends in Urology, New York, Paul B. 
Hoeber, Inc., 1953, p. 55, 


Mandelamine 


(Brand of methenamine mandelate) 


Hafgrams 


0.5 Gm. (7% er.) 





Nepera Chemical Co., Inc., Pharmaceutical Manufacturers 
Nepera Park, Yonkers 2, N. Y. 


2153 = 
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of none; his lay patients, justly confused regarding his 
obligations to society and his capacity for discharging 
them, may borrow their suspicious concept from the 
ultraspecialist or may regard him as their medical sa- 
vior, ex officio. 

Despite the results of any questionnaires, the “‘gen- 
eral practitioner” has come a long way in the last five 
years toward regaining his place in the sun. He has done 
much, as part of this progress, to identify himself and 
define his functions in the minds of both profession and 
laity, as witness the impressive paper on general prac- 
tice by Collings and Clark in the issues of the Journal 
of January 22 and 29, 1953. The true stature and status 
of this modern physician are not yet fixed, however; he 
is still all things to all men in the eyes of those who live 
in the past of medicine, and something too far below 
this concept to many who do not appreciate the present 
complexity of medical practice or take sufficient thought 
of its future——New England J. Med., 251:754, 1954. 





“| don't care what the neighbors are up to .. . 
stop using my instruments!” 
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| aw ®o 





Schads 
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| “You need a change, Mrs. Jones 


| 
-.. have you | 
tried Dr. Smith in the next office?” | 
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AAGP MEMBERS 


AND GP SUBSCRIBERS 





issue on time. The form below is a 
convenient way of letting us know. 


BF FILL OUT NOW — CLIP — AND MAIL TODAY! 
| 
I 
| Bea @2 Se SG Oo F A@Det88 F FORM 
GP Circulation 
AMERICAN ACADEMY OF GENERAL PRACTICE 
Broadway at 34th, Kansas City 11, Missouri 
MY NAME: 
M.D 


when you 


CHANGE 
your address... 


be SURE to notify GP Circulation 
promptly, so you will receive every 








(Please print plainly) 


MY OLD ADDRESS: 














| 
Street 
City Zone__ State 
MY NEW ADDRESS: 
Street 
l 
| City Zone State 











A New 
Improved 
Formula 


For All Amenable Anemias 


NMOL-IRON’ PANHEMIC 


The Newest Advance 

In Antianemia Therapy 
The new Mol-Iron Panhemic formula in a 
daily dose of 2 small capsules provides: 


@ One U:S.P. Oral Unit of antianemia activity 
fortified with an additional therapeutic amount 
of vitamin B,2 as a further “‘safety factor.” 


@ Folic Acid and Ascorbic Acid—therapeutic 
amounts for those anemias responsive to 
these essential hemopoietic factors. 


e Mol-Iron—clinically established as the 
better tolerated, most effective iron therapy 
known. 


e Essential B-vitamins—to relieve complicat- 
ing nutritional deficiencies. 


Here is the new 
Mol-lron Panhemic formula 


The daily dose of 2 capsules contains: 


Mol-iron (the superior form of 
oral iron)* 
Ferrous Sulfate 
Molybdenum Oxide... 


Vitamin Bi with Intrinsic Factor 
Concentrate 1 U.S.P. Oral Unit 


Folic Acid... 5.0 mg. «—doubled 
Ascorbic Acid 
Vitamin By2 Activity**.......... 
veut ..... 15.0 meg. «—added 
“safety factor” 
Thiamine Mononitrate 
ee ee 


Riboflavin 4 mg. «—added 
Nicotinamide... 20 mg. «<—added 


*Well-tolerated, more effective 
Mol-iron is an exclusive, patented, 
coprecipitated complex of ferrous 
and molybdenum salts which 
exhibits unique advantages as a 
hemopoietic agent. 


**as derived from Streptomyces 
fermentation extractives. 


Supplied: bottles of 60 and 500 
capsules. 


White Laboratories, Inc. 
Kenilworth, N. J. 




















